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Chloromycetin’ 


for today’s problem pathogens 


Because of the increasing emergence of pathogenic strains resistant 
to commonly used antibiotics, judicious selection of the most effec- 
tive agent is essential to successful therapy. In vitro sensitivity 
studies serve as a valuable guide to the antibiotic most likely to be 
most effective. Both clinical experience and sensitivity studies indi- 
cate the greater antibacterial efficacy of CHLOROMYCETIN 
(chloramphenicol, Parke-Davis) treatment for many resistant 
infections.1-7 


CHLOROMYCETIN is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent 


therapy. 
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Vagal Arrhythmias in Succinylcholine- 
Modified Electroshock Therapy 


Henry R. Cooper, M.D. 
FORT LAUDERDALE 


AND 


Foster E. BENNETT, M.D. 
SAN FRANCISCO 


During succinylcholine-modified electroshock 
therapy in September 1953 one of us (F. E. B.) 
noted profound bradycardia in a patient. As a 
result of this experience, over 100 electroshock 
treatments in 35 patients comprised the material 
for our initial study of the subject in the sub- 
sequent few months. This report is concerned 
with the changes in cardiac rate and rhythm ob- 
served: during the first 100 treatments. 

In our procedure the patient was placed on 
the treatmént table, and a baseline electrocardio- 
gram was taken on a single channel direct-writing 
machine. A baseline blood pressure was usually 
obtained at this point. Succinylcholine in a dose 
ranging between 20 and 60 mg. was then injected 
intravenously as rapidly as possible with continu- 
ous electrocardiographic monitoring. The blood 
pressure was usually taken again just prior to the 
electroshock, which was administered within 30 
to 60 seconds after completion of the injection. 
The electrocardiograph was turned off during the 
time of electric stimulus and for the short period 
of subsequent major convulsive movements. The 
resumption of electrocardiographic monitoring al- 
ways occurred during the period of postconvulsive 
tachycardia. The blood pressure was usually re- 
corded during this period of tachycardia. The elec- 
trocardiograph continued to run until muscle 
function and full respiration returned and the 
baseline rhythm was again recorded. 

The subjects consisted of 25 men and 10 wom- 
en ranging in age from 21 to 57, with the majority 
between 20 and 30. Fifteen out of the 35 had 
only one treatment monitored by the electro- 
cardiograph. The remainder had from two to nine 
treatments fully recorded. Eight patients had 
five or more electrocardiographically monitored 
studies. Pentothal Sodium was given prior to 


Read before the Florida Medical Association, Eighty-Second 
Annual Meeting, Miami Beach, May 14, 1956. 





electroshock in a few instances. Those patients 
who, on repeated study, consistently exhibited 
changes of a vagal character in cardiac rate and 
rhythm were given atropine in varying doses from 
15 to 60 minutes prior to some of the treatments. 

In general, the following sequence of events 
tended to occur. Within seven to 15 seconds after 
the injection of the succinylcholine, muscle fascic- 
ulation usually started with a facial grimace; 
the generalized fibrillary twitching lasted approx- 
imately 15 to 20 seconds, and during this time 
the blood pressure tended to rise. Frequently, the 
cardiac rate speeded slightly during the muscle 
fasciculation and also frequently slowed just prior 
to the institution of electroshock, which was given 
when total paralysis including respiratory arrest 
occurred, approximately 30 to 60 seconds after 
the injection. Immediately following the con- 
vulsive movements produced by electroshock, a 
pronounced sinus tachycardia irvariably occurred. 
The postconvulsive tachycardia lasted from one 
to four minutes and was associated with an 
elevated blood pressure. Prior to the return of 
respiratory function, a bradycardia or shift in 
pacemaker often occurred. As a rule, the respira- 
tory paralysis did not last longer than two to six 
minutes, and all muscle function ordinarily re- 
turned in the same period. 

Twenty-seven out of the 35 patients had sig- 
nificant bradycardia (below 60) or displacement 
of the pacemaker consistent with a vagal effect 
in the postconvulsive period during one or more 
of the treatments (table 1). Atropine in proper 
dosage appeared to be completely effective in elim- 
inating bradycardia or changes in the pace- 
maker. Use of oxygen with artificial respiration 
(manually compressed bag) not only seemed to 
minimize ventricular ectopic beats and runs of 
ventricular tachycardia, but also had some influ- 
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Table 1.— Certain Electrocardiographic Changes 
Noted in Thirty-Five Patients 








Electrocardiographic Number of 
Finding Patients* 

1. Significant cardiac effect of 

succinylcholine 177 
2. Postconvulsive tachycardia (130 or more 

per minute) 35 
3. Postconvulsive bradycardia (60 per minute 

or below) 20 
4. Postconvulsive change in P-R interval of 

more than .04 second. 12 
5. Postconvulsive premature atrial discharges 14 
6. Postconvulsive “coronary sinus” discharges 10 
7. Postconvulsive nodal discharges 14f 
8. Postconvulsive premature ventricular 

discharges (two or more in succession) 5 
9. Postconvulsive second degree block 2 


10. Postconvulsive upright P wave, normal 
QRS, and P-R interval less than .10 second 4 


* This figure indicates the number of patients exhibiting the 
finding in one or more treatments, 

+t A decrease in base rate of 20 per minute, or below 60 per 
minute, or a shift of the pacemaker. The figure is con- 
servative as electroshock always interrupted this period of 
observation. 

t May include runs of nodal tachycardia. 





ence in lessening the degree of bradycardia or 
pacemaker shifts, even when atropine was not 
given. 


Discussion 


Succinylcholine (or diacetylcholine) was first 
synthesized by Hart and Taveau in 1911 and later 
by Glick in 1941.1 Its pharmacology was initially 
formulated by Castillo and DeBeer in 1950 and 
reviewed by Bourne, Collier and Somers? in 1952. 
It resembles decamethonium and appears first to 
stimulate and then depress mammalian striated 
muscle. This action is in contrast to the wholly 
depressing effect of d-tubocurarine. It differs from 
decamethonium by being hydrolized by pseudo- 
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cholinesterase and to a far less degree by true 
cholinesterase. Since succinylcholine is destroyed 
by cholinesterases, neostigmine and other drugs 
that inhibit cholinesterase prolong the action of 
succinylcholine. This effect is in contrast to that 
of d-tubocurarine, which is inhibited by neostig- 
mine. Side effects of succinylcholine include a 
nicotinic effect which raises the blood pressure 
with large doses (25 times the relaxant dose) .1 
It is not hypotensive in dogs and cats. The drug 
may cause some salivation and is a weak hista- 
mine liberator. 

Clinically, one can give 5 to 300 mg. in a 
single dose intravenously, and as much as 2,300 
mg. by intravenous drip over three hours with no 
undue harm. On an ordinary dose of 20 to 60 
mg., initial muscle bundle contractions start in 
12 to 15 seconds after the injection is given. The 
patient usually feels uncomfortable, and for this 
reason Pentothal Sodium is often used. The 
muscle fasciculation lasts for 15 to 20 seconds; 
then paralysis occurs for two to six minutes, fol- 
lowed by return of muscle function in another 
three or four minutes. Smaller doses give less, 
and larger doses give more and longer paralysis. 
In effective doses, all cause respiratory arrest. 
Out of 546 patients in the series of Bourne and 
his associates, only five had apnea longer than 
eight minutes and none longer than 15 minutes. 
They did not note any rise in blood pressure on 
single doses (which is not in agreement with our 
usual findings), but did note a steady rise on 
intravenous drip. As the drug is hydrolized by 
pseudocholinesterase, patients with malnutrition, 





Sinus Tachycardia following the convulsive movements of 
electroshock therapy — Rate 150 





Reflex vagal sinus bradycardia immediately following strip II 


Figure 1. 
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“Accelerated Conduction’ 


_Upright P, normal QRS, P-R interval 0.06 to 0.08 sec. 
The last two beats are sinus with a P-R interval 0.12 sec. 


Figure 2. 
disease of the liver, and certain other conditions 
should not be given the drug. P 

We postulate a reflex vagal origin for th 
bradycardias and shifts in the pacemaker en- 
countered. As has been noted many times in elec- 
troshock therapy, the postconvulsive period is 
often characterized by such electrocardiographic 
findings.*-3 Certainly the tremendous muscular 
exercise attending the convulsion is sufficient to 
raise the blood pressure to levels where, upon 
cessation of muscle movement, gross reflex vagal 
effects should be noted, in accordance with 
Marey’s law. Despite the obvious attenuation by 
succinylcholine of the convulsions caused by elec- 
troshock, there was always enough muscle con- 
traction to account for the definite elevation in 
blood pressure noted during the postconvulsive 
period. This observation is attested by the post- 
convulsive tachycardia which, together with the 
rise in blood pressure, is characteristic of physical 
exercise. It is hard to assess the contribution of 
the asphyxia which in itself causes a rise in blood 
pressure and increased carbon dioxide to the de- 
gree of hypertension following electroshock. Sure- 
ly, however, the exercise, with its resultant tachy- 
cardia and hypertension, is sufficient to explain 
the postconvulsive reflex vagal effects. 

The presence of the bradycardia and shifting 
pacemaker, occasionally seen following the injec- 
tion of succinylcholine but prior to the admin- 
istration of electroshock, is not so clearly ex- 
plained. We noted, however, that the patients 
who had the most pronounced vagotonia, as re- 
flected electrocardiographically following electro- 
shock, were usually the ones who were likely to 
show similar effects on the succinylcholine alone. 
Probably more instances of vagal effects in the 
preshock period would have been recorded if it 
were not for the fact that this period was always 
cut short (never lasting beyond 30 to 60 seconds) 
by the convulsive treatment. As succinylcholine 
appears to affect primarily the striated motor 
end plate and does not have much effect on gang- 
lia except in large doses! and as drugs of this 
type usually do not possess a muscarinic action, 
direct effect on the heart does not appear likely, 
namely, production of “vagal effects.” This view 
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is supported by the time interval after the injec- 
tion before bradycardia ensues. It seems to us 
that ordinarily there is enough muscle fascicula- 
tion, together with the evidently disagreeable 
sensation, to produce a rise in blood pressure. 
That such a rise in blood pressure occurs after 
succinylcholine injection is attested to by oth- 
ers.4-5 If the blood pressure is sufficiently ele- 
vated, the same reflex vagotonia should occur 
as is seen in the postconvulsive period. Asphyxia 
commonly takes place for one to two minutes be- 
fore elevation of blood pressure occurs, and in our 
cases such a lapse of time does not pass before 
electroshock. 


That both the preshock and postshock cardiac 
effects are mediated by the vagus is supported by 
their prevention by atropine. In doses of ap- 
proximately 1.2 mg. given subcutaneously approx- 
imately 30 minutes prior to treatment, this drug 
is almost completely effective. We have avoided 
its use intravenously immediately prior to treat- 
ment because of the possibility of the production 
of nodal rhythm on vagal stimulation during the 
treatment.® If it is given subcutaneously 30 min- 
utes before treatment, the effect should be present 
at the sinoauricular node as well as the atrioven- 
tricular node, and the possibility of production of 
nodal rhythm by the atropine itself is avoided. 


Another reason to believe that all the cardiac 
effects (except such effects as ventricular ectopic 
beats and bundle branch block) are reflex vagal 
in type rests on the influence of the oxygen ad- 
ministration and artificial respiration. Perhaps it 
is solely the thoracic movement, which causes 
changes in vagal tone secondary to pulmonary or 
great vein reflexes, that plays the major role in 
this phenomenon. The oxygen itself appears to 
lessen the production of ventricular ectopic beats 
and runs of ventricular tachycardia. Chlorpro- 
mazine has been mentioned as being useful in the 
prevention of extravagal arrhythmias, but we 
have had no experience with the drug in this 
regard.5 

The question of the upright P wave with 
normal QRS, but short P-R interval, has recent- 
ly been studied by Borduas, Rakita, Kennamer 
and Prinzmetal.7 They mentioned that in their 
clinical experience and in their experiments varia- 
tions in ““vagosympathetic tone” did not generally 
produce the short P-R, upright P, complex. In 
our series, however, we noted several patients with 
this type of complex as a part of their change 
in “vagosympathetic tone” (fig. 2). Some of these 
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could be classified as examples of “accelerated 
conduction.”7 

Of considerable interest to us was the highly 
specific individual response of the patient to the 
vagal reflex. If the patient exhibited a particular- 
ly pronounced bradycardia, shift of the pace- 
maker of a particular type, or some type of block, 
it would almost always be reproduced during the 
next treatment unless atropine was used. 


Summary 

The use of succinylcholine to modify electro- 
shock therapy provided an excellent clinical op- 
portunity to study certain arrhythmias. These 
arrhythmias, with the exception of ventricular 
ectopic beats, appear to be entirely vagal in origin 
and can be abolished by atropine in doses of 1.2 
mg. or greater, given subcutaneously about 30 
minutes prior to electroshock treatment. We pos- 
tulate a simple reflex vagotonia secondary to hy- 
pertension as a cause of the arrhythmias. After 
electroshock therapy, the hypertension produced 
by the convulsive effort appears entirely adequate 
to bring about reflex vagal activity. Immediately 
subsequent to succinylcholine injection, muscle 
fasciculation and associated apprehension may be 
sufficient to explain the hypertension, although 
a direct hypertensive effect of the drug itself is 
not ruled out. In any event, the blood pressure 
frequently rises after succinylcholine injection, 
and vagal arrhythmias ensue. 

The relatively specific individual cardiac reac- 
tion to the vagotonia is mentioned, and examples 
of “accelerated conduction” due to variation in 
“vagosympathetic tone” are noted. 

The use of atropine and adequate oxygenation 
are strongly recommended in succinylcholine- 
modified electroshock therapy. 
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Discussion 


Dr. Crirtron B. Leecu, Fort Lauderdale: Among the 
significant data presented are: 

1. The high incidence of arrhythmias, vagal and ex- 
travagal. 

2. The effectiveness of atropine in preventing the vagal 
disturbances. (It also prevents excessive secretion in the 
respiratory passages.) 

3. The effectiveness of oxygen in abolishing extravagal 
cardiac irritability. In some clinics controlled respiration 
with 100 per cent oxygen by bag and mask is begun as 
soon as the patient has lost consciousness and is continued 
until spontaneous respiration is re-established in the post- 
stimulus recov ery period. 

Dr. Cooper’s theory as to the cause of the paroxysmal 
hypertension which accompanies the fasciculations pro- 
duced by succinylcholine, that is, the fasciculations them- 
selves and in turn the production of reflex vagal activity, 
seems plausible. 

In respect to the enhancing action of neostigmine on 
succinylcholine due to its inhibition of cholinesterase, 
which destroys the acetylcholine liberated at the vagal 
ends and thus encourages the vagus inhibiting effect, it 
may be noted that neostigmine alone, apparently by this 
action, is frequently effective in the abolishment and 
prophylaxis of supraventricular tachycardias. 

The demonstration of accelerated conduction is con- 
sistent with the clinical and experimental studies which 
have shown that this phenomenon can be produced in 
animals and that the AV node can have three different 
types of disturbances: (a) heart block; (b) accelerated 
conduction; and (c) nodal rhythms and arrhythmias. It 
has been shown that dysfunction of the AV node may 
completely change the duration and configuration of the 
QRS complex. 

The important practical application of data of this 
type is the amelioration of cardiovascular strain in pa- 
tients with cardiovascular disease in whom electrotherapy 
for psychiatric illness has been somewhat restricted. In 
this connection technics including the use of additional 
drugs have been and are being investigated in various 
centers. Dr. Cooper has contributed importantly to this 
effort. 











Annual Meeting 


The Eighty-Third Annual Meeting of the Florida Medical Association is being held May 
3-5, 1957 in the Hollywood Beach Hotel at Hollywood. 
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Surgical Jaundice 


AsSHBEL C. Witiams, M.D. 
JACKSONVILLE 


The problem of jaundice has become increas- 
ingly frequent because of the great rise in infec- 
tious hepatitis and homologous serum icterus 
which has taken place in the last 15 years.1 This 
has brought about a corresponding increase in the 
need for diagnostic and therapeutic acumen on the 
part of the physician who cares for the icteric 
patient. Indeed, the survival of the patient not 
infrequently hinges upon the correct appraisal of 
the etiology of the jaundice for this information 
is essential to the proper selection of therapy. 

Generally speaking, the first and often the 
greatest problem in the approach to a jaundiced 
patient is to determine whether his jaundice is 
“medical” or “surgical.” ‘Medical” jaundice des- 
ignates jaundice which is most often hepatic in its 
etiology and in which the mode of treatment is 
medical or nonoperative. “Surgical” jaundice, on 
the other hand, encompasses jaundice which is 
posthepatic or obstructive in origin and which is 
usually amenable to correction by surgery. 
Hemolytic or prehepatic jaundice may be medi- 
cal or surgical, but since such cases are uncom- 
mon and have rather specific diagnostic criteria, 
discussion of this type of icterus will be omitted. 

The scope of this paper will be limited to 
surgical jaundice of an obstructive nature. The 
various causes will be listed and observations 
made relative to the management of such cases. 


Diagnosis 

Before embarking upon this discussion of sur- 
gical jaundice, it is fitting to revert to the essen- 
tial problem already mentioned, that of distin- 
guishing in a given patient whether the jaundice 
is medical or surgical. In dealing with jaundiced 
patients, knowing what to do of course is para- 
mount. Yet, it is scarcely less important to know 
what not to do, for to submit a patient with 
medical jaundice to surgery is not only useless, 
but is injurious and may even be fatal. 

Zollinger and Williams? have recently pub- 
lished a most excellent paper presenting their 
experiences in the problem of differentiating sur- 
gical from medical jaundice. In a series of 207 
cases in which a preliminary diagnosis of surgical 


Read before the Northeast Medical District Meeting, Gaines- 
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jaundice was made, medical jaundice was found 
at operation in 6.4 per cent of the cases. Efforts 
to reduce this percentage of error led to the evo- 
lution of the “Jaundice Balance Sheet,” a form 
listing the specific pertinent factors in the history, 
physical examination and laboratory findings 
which, when carefully weighed, will give a high 
degree of accuracy in differentiating medical and 
surgical jaundice. The chief value of the “Jaun- 
dice Balance Sheet” is that it insures that the 
essential significant diagnostic factors in the his- 
tory, physical examination, and laboratory find- 
ings, respectively, will be ascertained and that 
they will all be considered in arriving at the 
diagnosis. The physician seeking a better grasp 
of the diagnostic aspects of surgical jaundice is 
referred to the studies of Zollinger and his as- 
sociates.2-5 He will find them most: helpful. 
Obstructive Surgical Jaundice 
Causes and Management 

After one decides that a patient has surgical 
jaundice, the next step is to determine as nearly 
as possible the exact nature of the lesion so that 
the operative procedure can be anticipated. It 
has been shown that in about one of every two 
such patients, the biliary obstruction will be on 
the basis of a benign lesion (stone, ductal stric- 
ture). In about one of every three such patients 
the obstruction is due to malignant disease pri- 
mary in the biliary system or pancreas, or 
metastatic.* 

Jaundice in infancy may also be surgical, 
namely, that due to congenital atresia of the bile 
ducts. Such atresia may be limited to a segment 
of the common bile duct, a most favorable situa- 
tion. More often it may involve the entire biliary 
tree or any combination of its components. In 
cases of this type the liver is enlarged. Since the 
obstruction is complete, acholic stools are pres- 
ent, and the urine is stained with bile pigment 
from birth. Jaundice, light at first, becomes 
pronounced by the third week of life and persists 
at a fairly constant level thereafter. If, after ap- 
plication of the various medical and therapeutic 
measures for a period of six weeks, there is no 
clearing of the jaundice, atresia of the bile ducts 
should be suspected and surgical exploration 
undertaken. 
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Gross® reported that in 146 patients found at 
operation to have biliary atresia, 27 had patent 
ductal remnants, and in 12 a successful anas- 
tomosis was performed between this remnant and 
the bowel. Such a possibility must always be 
considered when one deals with jaundice in in- 
fancy. 


Benign Obstructing Lesions 


By far the most common benign obstructing 
lesion causing jaundice is choledocholithiasis. It is 
the cause of icterus in nearly 50 per cent of adults 
with surgical jaundice. Because of the relative 
frequency of occurrence of this lesion it will be 
considered at some length. 

Careful questioning will bring out an antece- 
dent history of cholecystitis in 70 per cent of the 
cases.t About six out of 10 patients will have or 
have had chills and fever. Nausea and vomiting 
will occur in over 80 per cent of cases in which 

-there is distention of the common duct due to 
calculus obstruction.3- Pain, usually present, is 
not essential to the diagnosis of common duct 
stone. Loss of weight, thought to be typical of 
obstruction due to malignant disease, is also typi- 
cal of calculus cases of long standing. 

The urine will be stained with bile, but will 
not show urobilinogen if obstruction is complete. 
Liver function tests should be normal unless the 
obstruction is of long duration (three weeks plus). 
The alkaline phosphatase is elevated. The icteric 
index and serum bilirubin are markedly elevated. 
Duodenal drainage will probably show crystals if 
the obstruction is of calculus etiology. Radio- 
graphic films of the abdomen may show the of- 
fending stone. 


Of interest in this connection is an analysis 
by Zollinger and Britt* of 100 cases in which 
common duct stones were recovered at operation. 
He found that 44 per cent of the patients were 
jaundiced at the time of surgery while 21 per cent 
gave a past history of jaundice. In 35 per cent 
of this group there was no history of jaundice 
past or present. There was an associated acute 
cholecystitis in 10 per cent of these cases. The 
mortality for cholecystectomy and choledochos- 
tomy was 4 per cent in this series. 


Also pertinent to this discussion is the prob- 
lem of whether or not to explore the common bile 
duct for possible stones at the time of chole- 
cystectomy. There is some variance in the indi- 
cations for such exploration and considerable 
variance in the results. Colcock? reported that at 
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the Lahey Clinic common duct exploration is 
carried out in conjunction with cholecystectomy 
in about 45 per cent of the cases. Stones were 
found in 36.7 per cent of the ducts explored and 
in 16 per cent of all patients undergoing chole- 
cystectomy. No untoward results have been ex- 
perienced at the Lahey Clinic from exploration of 
the common duct. 

At the Lahey Clinic the following are re- 
garded as the indications for exploration of the 
common bile duct: (1) the presence or history 
of jaundice, (2) a dilated or thickened common 
duct, (3) the presence of small stones in the gall- 
bladder, (4) positive or suspicious findings on 
palpation of the common duct, (5) sediment in 
the bile aspirated from the common duct, (6) 
acute or subacute pancreatitis, and (7) a non- 
calculous gallbladder with biliary tract symptoms 
such as colic.7 

Glenn,® having a more conservative attitude 
toward choledochostomy, explored the common 
duct for suspected stones in conjunction with 
10.5 per cent of cholecystectomies. Stones were 
found in 69.1 per cent of the ducts so explored, 
or 7.2 per cent of the entire group undergoing 
cholecystectomy. 

Technically, it is often difficult to locate an 
obstructing common duct calculus because of the 
accompanying inflammatory reaction or because 
the stone may be in the distal reaches of the duct 
where it cannot be palpated. In such cases, if a 
probe cannot be threaded down the duct into the 
duodenum, the duodenum should be opened, the 
ampulla of Vater identified and the duct explored 
in a retrograde manner. This maneuver will often 
reveal a stone impacted in the ampulla of Vater 
which could not have been located or dislodged 
otherwise. 

Also, it is here perhaps that operative chol- 
angiography finds its greatest field of usefulness.® 
It may reveal unsuspected stones in the hepatic 
ducts or overlooked stones in the common duct. 
If negative, it gives one the satisfaction of know- 
ing that the ductal system is clear of stones. It 
is used also to demonstrate the proper placement 
and patency of the T-tube before the abdomen is 
closed. Many writers have advised routine em- 
ployment of operative cholangiograms in chole- 
dochostomies. This concept, though logical and 
well founded, has practical disadvantages (added 
expense and added operating time) which have 
hindered its widespread adoption. It should be 
obvious, however, that every surgeon and every 
hospital in which biliary surgery is performed 
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should be familiar with and equipped to carry 
out operative cholangiography. 

If one has explored and drained the common 
bile duct and has not taken an operative cholan- 
giogram, it is wise to visualize the ductal system 
before removing the T-tube. This, of course, is 
done by instiHing the contrast medium through 
the T-tube and will give a clear picture of the 
current status of the biliary ducts. Should jaun- 
dice, or other symptoms indicative of possible 
ductal disease, appear at a future date, the sur- 
geon may draw considerable comfort from the 
fact that he can exhibit a normal cholangiogram 
made at or shortly after operation. 

The recently developed intravenous cholangio- 
gram has provided a means of studying the duc- 
tal system of patients who have had cholecys- 
tectomy and who have no drainage tube in the 
common bile duct. If obstruction of the duct is 
total, there may be no visualization of the biliary 
system. Larger stones in the ducts should be 
visualized. The intravenous cholangiogram per- 
haps is most useful in a negative manner. If 
normal, it rules out obstruction of the ducts and 
gross intraductal lesions. If the ducts are not 
visualized, one is left to ponder whether there is 
disturbed liver function or complete ductal ob- 
struction, or whether the patient’s common duct 
has extruded the dye into the bowel before the 
films were taken. Intravenous cholangiograms are 
contraindicated in the presence of jaundice.1° 

Strictures of the common bile duct present 
great difficulties, sometimes in their diagnosis, al- 
ways in their treatment.11 Fortunately, they are 
found in less than 10 per cent of the patients with 
surgical jaundice.* Nearly all benign strictures are 
due to previous biliary surgery.1 Should jaundice 
develop shortly after cholecystectomy, a common 
duct injury is the most likely explanation. This 
is especially true if there was troublesome hem- 
orrhage or difficulty in obtaining adequate ex- 
posure at surgery. 

There are two rules of thumb in connection 
with biliary surgery which, if observed, should 
prevent common duct injury. First, as was often 
pointed out by Dr. Frank Lahey, when one per- 
forms cholecystectomy, the cystic duct should 
never be clamped and divided until it has been 
dissected cleanly down to the common bile duct 
and the angle between the cystic duct and com- 
mon duct clearly visualized. Second, occasionally 
profuse hemorrhage will be encountered due to 
escape of the cystic artery or laceration of the 
portal vein, which hemorrhage defies the usual 
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measure of control. In such a situation it is wise 
not to persist in trying to control the hemorrhage 
with clamps. It is most dangerous to apply 
clamps in this area when exposure and visibility 
are not adequate as is the case in uncontrolled 
bleeding. In three such instances I have succeeded 
in controlling the hemorrhage by packing the 
wound firmly with large roller gauze packs or 
laparotomy pads, exerting manual pressure over 
the bleeding area for 15 or 20 minutes and then 
closing the wound with the packs still in place. 
They can be safely removed on the third post- 
operative day. There is considerable serosan- 
guinous drainage while the packs are in place, but 
they will usually control active hemorrhage. No 
hernias have been noted postoperatively in the 
three cases mentioned. 

Finally, should the surgeon become aware at 
the time of operation that the common duct has 
been injured, it is best to perform an immediate 
repair, preferably by an end to end anastomosis 
of the duct. Should this not be possible, the 
proximal end of the duct should be implanted in 
the jejunum. Repair at this time should be easier 
and more prone to success than if made at a later 
operation. 

Most often common duct injury is not sus- 
pected until the patient becomes jaundiced. The 
repair of an injured common bile duct is one of 
the most difficult operations with which the sur- 
geon may be confronted. Unless he has had some 
considerable experience with this specific problem. 
it is advisable to refer the patient elsewhere for 
the operative repair. Even in the hands of those 
who have been dealing with these problem cases 
for years the results leave much to be desired.14 
In these secondary operations an effort is made 
to locate and anastomose the proximal and distal 
ends of the ducts. Failing this, the proximal 
end of the duct should be implanted in the 
jejunum and an enteroenterostomy performed to 
minimize the chances of reflux cholangitis. Duc- 
tal anastomoses are always done over T-tubes and 
the tubes left in for several months. The T-tube 
should be implanted in the common duct above 
or below the anastomosis with a horizontal limb 
of the tube extending through the anastomosis.7 
This procedure minimizes the chances of stricture 
at the anastomosis. 


Malignant Obstructing Lesions 


Attention is next directed to the group of 
patients with surgical jaundice in which the ob- 
structing lesion is malignant. This group, as has 
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been noted, makes up about one third of the 
patients with surgical jaundice. Zollinger* found 
that of 34 patients with obstruction due to malig- 
nant disease 21 patients had carcinoma of the 
ampulla of Vater or of the pancreas, 10 patients 
had carcinoma primary in the bile duct, and in 
three patients, the obstruction was caused by 
carcinoma metastatic from elsewhere in the gas- 
trointestinal tract. 

A dilated palpable gallbladder may occur with 
any of these lesions and is present in about 50 
per cent of such cases in conjunction with jaun- 
dice (Courvoisier’s law). Painless jaundice is 
often the first sign of carcinoma of the ampulla 
of Vater.12 Colicky pain of a biliary nature due 
to obstruction of the bile duct appears later. In 
carcinoma of the pancreas, pain is often the first 
symptom. It is epigastric in location and typi- 
cally radiates through to the back. Loss of appe- 
tite and weight often occurs in both lesions. Blood 
in the stool in the presence of jaundice is highly 
suggestive of a malignant lesion of the ampulla 
of Vater or of the pancreas. Blood found in duo- 
denal drainage is diagnostic of tumor in this area. 
Cytologic studies of the duodenal washings may 
show cancer cells and thus prove the diagnosis 
of tumor.12 

Most often it is only at surgical exploration 
that diagnosis of malignant disease is confirmed, 
its primary site ascertained and its resectability 
determined. These questions are not easily an- 
swered even at surgery. Vaterian lesions can be 
visualized by means of an operative cholangio- 
gram. They can nearly always be palpated by 
incision of the duodenum. They must be biopsied 
directly for diagnosis as metastatic nodes are not 
usually available. If they are resectable, the 
proper surgery consists of resection of the distal 
portion of the common duct, adjacent duodenum 
and head of the pancreas in continuity. Gastro- 
jejunostomy, choledochojejunostomy and pancre- 
aticojejunostomy are then performed. This opera- 
tion carries a mortality of about 25 per cent in 
good hands. The five year survivals are up to 
25 per cent. One is encouraged to attempt sur- 
gical extirpation and cure of these lesions because 
they so often remain localized and do not metas- 
tasize widely. If there is reasonable doubt as to 
the resectability of the lesion, a cholecystoje- 
junostomy for palliation is the wisest choice. 

At operation lesions of the pancreas are usually 
palpable if they have been symptomatic. Biopsy 
of the pancreatic mass is notoriously inaccurate. 
Biopsy of the nodes adjacent to the pancreas, on 
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the other hand, will yield a positive diagnosis in 
about 85 per cent of the cases in which carcinoma 
is present.12 Because of this propensity of pan- 
creatic carcinoma to metastasize early to multiple 
lymph nodes, the five year survival rate is ex- 
tremely low. Only the small and early pancreatic 
lesions deserve resection. The same operation is 
performed here as for vaterian carcinoma except 
that the entire pancreas may be removed, depend- 
ing on the size and location of the tumor in the 
pancreas. Should the lesion be advanced at all, 
a palliative cholecystojejunostomy is best. It has 
been shown that radical surgery does not cure or 
prolong life unless these lesions are truly small 
and early.13_ This is the consensus of those hav- 
ing wide experience in this field.14-15 One notable 
dissenter is Dr. Alexander Brunschwig, who at a 
recent meeting reported five year survivals in 12 
cases of carcinoma of the ampulla of Vater and 
13 cases of carcinoma of the pancreas.16 He be- 
lieves in making an all out attempt at surgical 
cure in all but the obviously advanced cases. 

The reason for the discouraging results in 
cancer of the pancreas is to be found in a study 
by Mikal and Campbell,17 who reported that of 
100 cases of carcinoma of the pancreas subjected 
to autopsy, in only 20 was there freedom from 
metastases. On the other hand, in a series of 110 
autopsied cases of carcinoma of the ampulla of 
Vater the tumor was limited to the ampulla in 
82 per cent.1? 

Obstruction of the common duct secondary to 
metastatic carcinoma follows such an unpredict- 
able pattern that little can be gleaned from a 
consideration of such lesions. 

In general, the indications for surgery in pa- 
tients with jaundice are: (1) a history of gall- 
stones, (2) proved intermittent or complete 
biliary obstruction, and (3) the presence of a 
biliary fistula. The contraindications to surgery 
in the jaundiced patient are: (1) a history of a 
recent transfusion (not absolute), (2) the pres- 
ence of vascular spiders, edema and evidence of 
collateral circulation, (3) intense jaundice in the 
presence of patent bile ducts and disturbed liver 
function, and (4) a prolonged prothrombin time 
not responding to vitamin K.1 

The careful preoperative preparation of the 
jaundiced patient for surgery is extremely impor- 
tant to give the best assurance of success. The 
blood proteins, red blood cell count and hemo- 
globin should be brought up to a normal range. 
Intravenous fluids with added glucose are given 
along with a diet high in protein and carbohy- 
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drate. Fats are badly needed and should be fed 
the patient in as large a quantity as he will tol- 
erate. The prothrombin time, if prolonged, must 
be brought to normal by the administration of 
vitamin K intramuscularly. Large doses of vita- 
mins C and B should be given parenterally and 
crude liver extract injected intramuscularly for 
several days preoperatively. If the patient has 
fever and/or chills, antibiotics are an essential 
element in the preparation for surgery.* 


Discussion 


In this paper an effort has been made to pre- 
sent a summary of the essentials of surgical jaun- 
dice. As noted, space does not permit including 
all types of surgical jaundice in the presentation. 
Many of the less essential details have of neces- 
sity been omitted. Especially is this true in the 
field of the laboratory studies relative to the de- 
termination of liver function since such studies 
tend to fall into the field of the internist or gas- 
troenterologist. The surgeon must nevertheless 
possess a thorough understanding of the use and 
interpretation of these various tests. 


It should be brought out that in many of these 
problem cases it is advisable to wait as long as 
two to three weeks, repeating the various labora- 
tory determinations and observing the patient 
carefully before deciding whether the case is 
medical or surgical. Waiting beyond this period 
is not advisable for, if obstruction of the common 
duct is present, the patient’s condition begins to 
deteriorate and his liver function tests may show 
liver damage on an obstructive basis, thus leading 
to more confusion.” 


There will be disappointments no matter how 
careful and how skillful the management of these 
jaundiced patients may be. On the other hand, 
there are few situations in medicine which can 
yield a greater satisfaction to the patient and to 
the physician than that of the successful defini- 
tive relief of obstructive jaundice. 
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Summary 


“Surgical jaundice” is defined and the various 
causative lesions outlined. 

The importance of distinguishing between 
medical and surgical jaundice is stressed. 

The diagnosis and management of benign 
lesions causing obstruction of the common bile 
duct are discussed, emphasis being accorded cal- 
culus obstruction. 

Pertinent observations are made relative to 
the recognition and surgical handling of malignant 
lesions of the ampulla of Vater and pancreas. 

The indications for and contraindications to 
surgery in jaundiced patients are outlined. 

The importance of preoperative preparation 
of jaundiced patients is noted, and the essential 
preparatory measures are listed. 
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Application of Plastic Surgery Principles 


In Early Management of Severe Facial Injuries 
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Early proper care of a facial injury will give a 
better final result in a single operation than can 
be obtained even by numerous plastic procedures 
at later dates. Prompt treatment will lessen in- 
fection, fibrosis, bone fixation in malposition and 
distortion of soft tissues and features. The policy 
of or the necessity of awaiting subsidence of swell- 
ing prior to repair may be detrimental and may 
necessitate extensive secondary correction. 

Prior to operation on severe facial injuries a 
general evaluation of the patient is carried out, 
especially as to shock, cerebral injury, cervical 
spine injury, ocular damage or intoxication, any of 
which may warrant some delay in repairing the 
face. Internal injuries or other fractures may 
take priority in care. The patient should have a 
neurologic evaluation and roentgen examination 
of the cervical spine when indicated, as in the in- 
stance of a “snap” type of injury to the head. 
Repair the facial injury at the earliest time the 
general condition allows. Only directional closure 
may be performed at times, but the wounds 
should not be packed open for any length of time, 
nor the features left out of place. The best 
chance for the best repair is the earliest one 
possible. 

After careful examination the findings are re- 
corded before operation as to any tissues lost, 
vision and seventh nerve action as these elements 
will affect the final result. Additional informa- 
tion is gained after cleansing and anesthetizing, 
and by further determination of the extent of in- 
jury. A thorough search is made for facial frac- 
tures by palpation; careful check is also made of 
the occlusion of the teeth and of the patency of 
the nasal passages. With all possible information 
at hand an over-all plan for the repair is formu- 
lated. 

This report represents the current methods 
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used on our plastic surgery service in the handling 
of traumatized soft tissue and fractures in severe 
facial injuries. Throughout this report, the vital 
importance of proper early therapy is stressed. 


Roentgen Examination 


When it is believed to be safe for the patient, 
roentgenograms of the involved regions are made 
before operation, but because of superimposition of 
facial bones, roentgen study may not give as much 
information as one might hope for. Roentgeno- 
grams of the mandible should include lateral views 
of both sides and the posterior-anterior view; 
when necessary, laminographs may be taken to 
show the temporomandibular joint area. A view 
from the modified Waters position will show the 
orbital rims and the zygoma, and will reveal cloud- 
ing of the antrum. A basal view will show the 
zygomatic arches. Lateral exposure, with a dental 
film against the side of the nose, will give the best 
information of the nasal bones. When indicated, 
skull and cervical spine series are taken. 


Fractures 

Fractures are usually reduced and fixed first 
to make the patient more comfortable and to 
facilitate a soft tissue repair. After fracture fixa- 
tion, further cleansing of the wounds is done, and 
fresh drapes and gloves are used for closure of 
soft tissue. With facial fractures, as with lacera- 
tions, early operation gives the best results. If 
one waits for the subsidence of swelling, the best 
period for repair is lost. There may be widespread 
soft tissue injury without fracture, and contrari- 
wise, numerous comminuted fractures may occur 
without skin lacerations. In most accidents bone 
and soft tissue injury occurs together and is re- 
paired at the same time. Marked comminution 
of the thin bones of the face may occur with 
possibly 75 to 100 fractures in a severe injury, as 
the face seems literally to be “exploded.” Basi- 
cally, we undo what the accident did, return the 
tissues to their normal position and fix them in 
place. 





eS Wer US 





J. Froripa, M.A. 


JANUARY, 1957 ZAYDON AND BROWN: APPLICATION OF PLASTIC SURGERY PRINCIPLES 669 


If operation has to be delayed because of the 
general condition, effort is made. to reduce the 
fractures within at least ten days. Otherwise 
early fixation of bone fragments out of place, 
with swelling, hemorrhage and fibrosis, may make 
later, proper reduction and fixation difficult or 
impossible. 

Conservatism is the rule when dealing with 
numerous, loose bone chips because important 
support may be lost by discarding fragments 
which might live and contribute to stability. By 
this conservative plan for bone fragments the need 
for bone grafts may be avoided. Even though 
it may be necessary at times to remove some dead 
fragments later, this conservative policy is fol- 
lowed. Fragments are replaced and maintained in 
position with minimal manipulation, avoiding 
complicated splints and traction devices when- 
ever possible. 

Internal wire pins are a valuable means of 
stabilization, after alignment, of fractures at the 
time of primary repair. Small comminuted bones, 
in the nose or maxilla, are molded in position 
and held in place by gauze packs. Thin platelike 
bones of the face may never heal by bony union, 
but functional results and normal contour anat- 
omy are obtained by a fibrous bridging. 

The sequence of repair is important, almost 
always aligning and fixing the bones first. The 
patient is made more comfortable by fixation of 
bony fragments under local anesthesia, and follow- 





ing this procedure, the soft tissue damage is re- 
paired. A fracture of the symphysis of the man- 
dible, for instance, causes particular discomfort 
and stabilizing it may facilitate other repairs. 


Mandible 


The simplest method of stabilization of a frac- 
tured mandible is by interdental wire fixation to 
the upper jaw, if adequate teeth are present, using 
No. 24 stainless steel wire. The bicuspid teeth 
are used oftenest, but other teeth may be wired, 
with wires anterior and posterior to the fracture 
when possible. If the patient is intoxicated, is an 
epileptic, or has questionable cerebral damage, the 
jaws should not be wired together because of the 
danger of aspiration. Steel arch bars of various 
types fixed to individual teeth are of value in 
some fractures, such as of the symphysis, and this 
measure is usually combined with interdental 
wiring in order still to use the opposite jaw for 
stability. A simple device is to twist wires on 
molar teeth clear out of the mouth and then close 
them as an arch with anchors to various teeth. 

Internal wire pin fixation, alone or in com- 
bination with interdental or circumferential wir- 
ing, is of the greatest value with extensive com- 
minution, if treatment has been delayed, in areas 
where union is apt to be poor, such as at the 
symphysis, in an edentulous mandible, or with 
fractures behind available teeth near the angle 
of the jaw. With the mandible shattered irto 


Fig. 1.— Roentgenograms showing a depressed fracture of the zygomatic arch. Free movement of the man- 
dible is prevented by impingement of the coronoid process. An elevator may be passed beneath the temporalis 
fascia and arch to elevate the fracture. Direct hook elevation is generally used. 
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Fig. 2. Widespread avulsion and shattering of the face in an automobile accident. Bones were shattered into 
many small fragments. Fixation was accomplished with cross wires for the nose, direct wiring of the zygoma and 
iodoform gauze splinting of the antrums. Two internal wires were placed across shattered fragments on both sides 
for stabilization. Only one operation was necessary. (Brown, J. B.; Fryer, M. P., and McDowell, F.: Internal 
Wire-Pin Stabilization for Middle Third Facial Fracture, Surg., Gynec. & Obst. 93:676-681, Dec. 1951.) 


numerous fragments, alignment and fixation of secondary bone grafts. By pin fixation in patients 
larger fragments, mulching smaller fragments in with loss of a portion of the mandible, undue con- 
position and prolonged fixation will give a. solid, traction of soft tissue is prevented. This method 
functioning mandible and avoid the necessity of can also be combined with fixation to the upper 
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jaw, but this often can be opened at an early 
date, and the patient can eat during the period of 
immobilization. A stainless steel pin is used, or 
various-sized Kirschner wires, generally of .062 
gauge, preferably sharpened to a bayonet point. 

The fractured mandible is manually reduced 
and held in position while a Kirschner wire is 
driven across the fracture site, below the tooth 
roots and inferior alveolar nerve. Only rarely is 
direct bone wiring or circumferential wiring of the 
jaw necessary. A small dependent drain usually 
is placed at the fracture site, especially if there 
has been much displacement or manipulation. 
Large doses of antibiotics are given. The period 
of fixation varies from three weeks for fracture of 
the condyle, coronoid or ramus to six weeks for 
fracture of the body. If.severely comminuted, or 
if infection develops, the mandible may be im- 
mobilized even two months or longer, the wire 
pins making this period of immobilization possible 
and more comfortable than only interdental wir- 
ing. 

In children especially, a careful history is 
taken and findings noted. For example, if a child 
has been struck on his chin directly, a thorough 
search should be made for condylar fracture, as 
the neck is easily snapped off. Such a situation 
has the attendant danger of late ankylosis. 

A mandibular fracture line may persist on the 
roentgenogram despite solid bony healing, a sig- 
nificant feature from the prognostic and medico- 
legal standpoint. 


Orbit-Zygoma 


The simplest method of reduction of a frac- 
tured zygoma is by direct hook elevation, through 
the cheek under the bone. If the fragments im- 
pact in position, no further treatment is necessary. 
If unstable, the antrum is entered through a 
buccal fornix incision, or in through the fracture 
line that is always present in crushes, the clot 
is evacuated, the antral wall and orbital floor 
are molded in place with a blunt elevator, and the 
comminuted parts are held in position with a bal- 
sam of Peru-iodoform pack placed in the antrum. 


By use of an internal wire, the opposite sound 
zygoma may be used as a point of fixation; the 
pin is driven across through the nose with an 
electric motor and picks up the replaced zygoma, 
holding it in position by cantilever action. This 
pin may be used as a second point of fixation. 
With displacement and instability of the zygoma 
of considerable degree, direct wiring may be used 
to fix the ascending ramus to the frontal bone. 
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In general, the zygoma, orbital borders and 
antrum are considered as a unit, since in displace- 
ment of the zygoma, the orbital border is lowered 
and the antrum is crumpled. 

A depressed zygomatic arch can be lifted out- 
ward by means of a heavy hook. At times the 
approach of Gillies is used, wherein an incision 
through the temporalis fascia allows an elevator 
to slip medial to the arch for elevation. 


Maxilla 

To stabilize a fracture of the upper jaw, in- 
terdental wire fixation to the mandible is gen- 
erally used, the same as the maxilla is used to 
splint the mandible. A Risdon arch bar on the 
teeth is often of help to give another plane of fixa- 
tion. Wire pins may be driven from solid to loose 
portions of the maxilla, this procedure being of 
special value in an edentulous upper jaw or in 
alveolar fractures. In some instances, the zygoma 
may be used as a stable point for wire fixation of 
a loose fragment. At times, even though both 
jaws may be fractured, they can be reduced into 
normal occlusion to assist in supporting each 
other. 

With trauma from below, the antrum is 
crumpled upward, and the upper jaw must be re- 
duced downward prior to any fixation by one 
of the methods described. 

In almost all mid-third facial fractures the 
jacrimal duct will be displaced or torn, and if it is 
permanently obstructed, this condition may lead 
to severe sequelae. With early reduction, healing 
is generally satisfactory, and rarely ever is the 
lacrimal duct permanently blocked. 

Nose 

Depression of the nasal bones is corrected by 
bringing the nose forward with rubber-covered 
Kelly forceps. With depressed fractures, the crum- 
pled nasal septum is straightened out if possible 
at the time the nasal bridge is raised. A long 
nasal speculum is of value in restoring septal posi- 
tion and assuring a patent airway . Lateral 
spreading or lateral deviation of the bony walls 
is corrected by digital pressure. If extremely un- 
stable, the bridge may be held up with wire 
sutures through the nasal walls and septum, tra- 
versing the fracture lines and fastened over thin 
lead plates on each side of the nose, to distribute 
the support and not cut into the skin. At times 
a wire may be passed into the mouth and fastened 
to an opposite bicuspid tooth to aid alignment. 
Adequate elevation and fixation of the nose help 
to restore proper position of displaced canthi. 
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Fig. 3.— Complete restoration in extensive soft tissue injury with complete separation through the symphysis. 


A single operative procedure was carried out a few hours after the accident. 


greatest value in this type of fracture. 


After reduction, the nose is gently packed with 
iodoform gauze to maintain an airway and hold 
the mucosal flaps in place. To hold the nasal 
bones in position, an aluminum splint, shaped to 
the nose, is used for about 10 days. 

It is especially important to secure accurate 
reduction of infant and childhood nasal injuries, 
as these will often show progressing deformity 
during growth. Early reduction and fixation may 
prevent some developmental deformities, but the 
parents should always be told of the possible re- 
sults, even if an early repair has been made. 


Soft Tissue Repair 


Wounds are gently and thoroughly cleansed 
with mild soap or detergent and copiously irrigated 
with saline. All dirt ground into the wound is 
meticulously removed by scrubbing or using a 
scalpel if necessary, to avoid an unsightly trau- 
matic tatoo. A solvent, as ether or benzine, may 
be used to remove grease or oil. Small pieces of 
glass are easily overlooked and are carefully 
searched for, certainly if there was a history of 
broken glass at the accident. Hemostasis is 
vitally important, as a hematoma may com- 
promise an otherwise excellent result. Rarely will 
it be helpful or necessary to ligate the external 
carotid artery to control bleeding. 


Internal wire pin fixation is of the 


The eyebrows should not be shaved prior to 
repair. They do not materially compromise steril- 
ity and may well assist in repair by serving as an 
important landmark. Several months may be re- 
quired for the regrowth of the eyebrows, conjunc- 
tivitis may develop, and the appearance is awk- 
ward. 


For the least discomfort to the patient, avoid 
any manipulation until the patient is in the oper- 
ating room, unless it is a necessity to assure the 
airway, as in holding the jaw forward. As to the 
problem of when to anesthetize, cleansing is gen- 
erally carried out in a gentle manner until it be- 
comes too uncomfortable, after which the local 
anesthetic is applied and the cleansing completed. 
If a general anesthetic is to be used, cleansing 
may be delayed until the patient is anesthetized. 


General anesthesia should be avoided if pos- 
sible in facial injuries, but it may be necessary 
in children and in some adults, given by the en- 
dotracheal route. Local anesthesia with Novocain 
usually is adequate when used with a basal anes- 
thetic. A deep block of the maxillary and man- 
dibular division of the trigeminal nerve is most 
helpful. In some cases, local infiltration, with 
topical application to the mucosal surface or in 
the wound, will be adequate. 
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Debridement of the facial tissues should be 
kept at a minimum, the basic rule being that it is 
far better to retain some tissue which may die 
than to remove any which may survive. Damaged 
skin which may even have a deep bluish appear- 
ance might still survive, with gentle treatment, 
either as a flap or free graft. Since gas gangrene 
is almost unknown in facial wounds, no extensive 
cutting debridement is necessary and primary 
closure may be carried out even in deep wounds. 
Since there is generally no extra tissue in the face, 
especially in a young person, cutting debridement 
may result in distortion of eyelids, nose and 
mouth, and the normal mobility and expression 
of the face may even be lost. Especially ragged, 
irregular wound edges can be cleanly and conser- 
vatively excised prior to accurate apposition. 
Open packing of a wound may uselessly necessi- 
tate many additional reparative procedures. Ba- 
sically, save tissues and one will save features and 
function. 

It is fortunate that facial nerve function is 
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seldom permanently destroyed with trauma. But 
if it is apparent that a branch or the trunk of the 
nerve is cut, the ideal treatment is immediate 
repair. This may not be possible in all instances, 
especially if the treatment has been delayed and 
much swelling or infection supervenes. With the 
good chance of recovery of smaller branches, it 
may be said that this treatment might give the 
patient the best chance of function, rather than 
an extensive dissection. 

Wounds are closed with deep or subcuticular 
sutures of fine catgut or white silk to take all 
tension off surface stitches. Waxed 7-0 black 
silk sutures on fine curved cutting needles are 
applied close to the edge of the wound, merely to 
support and adjust skin edges in accurate appo- 
sition. Multiple sutures tied loosely are relied on 
for the best results. Should heavy sutures be 
used for wound closure or if the sutures are placed 
far from the wound edge, typical “ladder” scars 
will result, which are difficult to eradicate with- 
out tissue sacrifice and possible feature distortion. 





Fig. 4. — A. Roentgenogram showing a compound, comminuted fracture of the mandible, separation of frag- 


ments and inadequate teeth for fixation. a , ; 
B., D. Reduction and internal wire pin fixation. The available teeth were used for additional fixation by inter- 


dental wiring. ; ; f 
C. Interdental wires were removed at four weeks to allow normal eating. Pins were removed six weeks later. 


(Fryer, M. P., and Brown, J. B.: Multiple Internal Wire Fixation of Facial Fractures, Am. J. Surg. 89 :814-818, 
April 1955.) 








674 ZAYDON AND BROWN: APPLICATION OF 





Fig. 5. — Roentgenogram of wire pins in the face 
stabilizing fractured and dislocated zygomas. Smaller 
fragments are mulched in position and there are packs 
in both antrums. The nose is held by a wire sling, an- 
chored to lead plates on the sides. 


Heavy crushing forceps should not be used on the 
skin. Stay sutures are avoided when possible; 
however, if it is necessary to use a wide suture, 
they should be applied from the inside of the 
mouth or nose when feasible. When on the 
surface, stay sutures should be tied over gauze 
sponges or through adhesive-protected skin and 
removed early to avoid wide scarring. 


In suturing wounds of the face one can best 
begin at a known landmark, such as the border of 
the lip, tarsus, eyebrow or nostril. If no land- 
mark is present, the laceration is closed at the 
center and the remaining defect bisected with 
sutures until closed. Special care should be taken 
with the “trap-door” type of lacerations, closing 
“V” lacerations as “V’s” and “Y’s” as “Y’s” and 
not vice versa. In the “trap-door” lacerations, 
the patient should be forewarned of the possibility 
of secondary repair being necessary. 


When tissue is lost in facial trauma, care 
should be taken that features are not distorted by 
any forced closure. Wounds may be partially 
closed, or at times a free graft may be imme- 
diately applied. On occasions, with soft tissue 
loss, judicious use of internal pins will be in- 
valuable to maintain position of bony fragments. 
By avoiding wound collapse and facial distortion 
in repair, less extensive secondary procedures will 
be necessary. 


At times, the question of using a totally de- 
tached piece of tissue or feature will arise. Save 
for a rare exception, these measures will not be 
successful, but undue criticism may be avoided 
by attempting such usage. 
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Summary 

In repairing facial injuries one should always 
bear in mind to strive for proper lid closure and 
bony support to protect and maintain position of 
the eyes; for patency of the nasal passages for 
breathing; for proper dental occlusion for chew- 
ing; and just as important, for restoration of 
normal contour anatomy so that the patient may 
have a stable educational, economic and _ social 
outlook, Special care must be given to overcome 
the serious psychic reaction which often follows 
a facial injury or else the most satisfactory re- 
pair will be compromised. Anxiety as to perma- 
nent disfigurement is a natural reaction, and 
honest, guarded advice as to what can be done 
will do much to relieve the distress of the patient 
and family. 

Any extensive facial injury, regardless of the 
primary treatment, may need secondary plastic re- 
visions to secure the optimum result, and this 
probability should be discussed with those con- 
cerned at the time the patient is first seen. Sec- 
ondary procedures should not be rushed into, but 
allow a maximum period for the best possible 
healing and organization to occur. A far lesser 
number of secondary procedures will be necessary 
and the end results far more satisfactory if a 
careful, early, primary facial repair is carried out. 
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Surgery Repeated for 


Recurrent Gallstone [leus 


Review of Literature and 


Report of Case 


CriypE M. Co..ins, M.D. 
JACKSONVILLE 


Obturator obstruction of the small intestine 
by gallstones is a rare, yet an old, subject. Bar- 
tholin! is generally credited with publishing in 
1654 the first case of a gallstone perforating from 
the gallbladder into the jejunum and producing 
so-called gallstone ileus. By 1890 Courvoisier? had 
collected from the literature and from personal 
experience enough material to publish a book out- 
lining the surgical therapy for gallstone ileus. In 
1943, Hand and Gilmore* collected 12,153 cases 
of intestinal obstruction, in 208 of which the 
cause was gallstones, an incidence of 1.7 per cent. 
In 1952, Milch, Mendez and Murphy* compiled 
217 cases of complete intestinal obstruction over 
a five year period. In eight, or 3.6 per cent, of 
these cases the obstruction was due to gallstones. 
These figures are fairly in accord with the reports 
of most authors, who estimate the incidence at 1 
to 2.5 per cent. In 1953, Wright and Trafford® 
reviewed the subject to that date and found a 
total number of around 600 cases of intestinal 
obstruction due to gallstones. 


Gallstone Ileus: Incidence and Mortality 


The majority of patients suffering from gall- 
stone ileus are women in their fifth decade. Wort- 
man,® however, reported a case of intestinal ob- 
struction due to a gallstone in a 25 year old wom- 
an. In the available literature the patient of Lee,” 
in whom recurrent obstruction developed at the 
age of 87, was the oldest. The ratio of men to 
women is usually about 1:4. Kommerell,* in 1938, 
reviewed 127 collected cases of gallstone ileus in 
which 34 patients were men, a ratio of almost 1:4. 
Wangensteen® reported that gallstone obstruction 
occurs three times more frequently in women 
than in men, this ratio being a logical deduction 
from the more frequent occurrence of gallstones 
in women. 

In 1890, Courvoisier? reported a 46 per cent 
mortality. Naunyn,! in 1892, after observing only 
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one survival among 13 patients subjected to sur- 
gery for gallstone ileus, concluded that surgery 
was not to be recommended for such obstruction. 
He furthermore reported that 44 per cent of his 
patients treated conservatively without surgery 
recovered. Martin! reported a 69 per cent mor- 
tality in 1910. In 1930, Lutterotti2® reported the 
mortality in two separate series of cases of gall- 
stone ileus as 64 and 56 per cent. This high mor- 
tality often may have been a result of the ad- 
vanced age of the patients with accompanying 
pulmonary and cardiovascular. diseases plus an 
unwise postponement of surgery. The latter may 
frequently be due to the uncertain diagnosis, 
which is undoubtedly the most important factor 
affecting the mortality. In 1952, Milch and his 
associates* reported eight cases of gallstone ob- 
struction with a 12.5 per cent mortality. In 1955, 
Deckoff,!! in an excellent paper covering all 
aspects of gallstone ileus, collected 12 cases in an 
11 year period with a mortality of 7.1 per cent. 


Pathologic Process 


A stone usually must be larger than 2.5 cm. to 
produce obstruction of the small intestine, for 
smaller stones will as a rule pass through the 
ileocecal valve. Wangensteen® mentioned two pa- 
tients with small stones and some degree of 
spastic obstruction treated conservatively, who 
passed gallstones in the stool and recovered. The 
largest recorded stone to produce an obstruction 
was removed successfully from the transverse 
colon of an 81 year old man by Turner.?* This 
stone measured 6 by 7 by 17 cm. Apparently it 
had eroded from the gallbladder into the adjacent 
colon, where it became impacted. 


In the majority of cases stones reach the in- 
testine through a fistula, and it is proper to con- 
sider gallstone ileus as a complication of internal 
biliary fistula. Inflammatory reaction causes the 
gallbladder to adhere to some portion of the 
gastrointestinal tract. The distended, inflamed 
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gallbladder becomes attached to and then perfor- 
ates into the adjacent hollow organ, and a fistula 
ensues. As the inflammation subsides, fibrosis 
develops, producing contracture of the gallblad- 
der, which pushes the stone through the fistula. 
Some authorities believe that infection need not 
be present, but that a fistula may develop merely 
from pressure of the stone producing necrosis. 
Brewer!? stated emphatically that before cho- 
lecystoduodenal fistula develops, there first must 
be a common duct stone producing obstruction. To 
support this opinion he presented an autopsy 
finding of a large common duct stone impacted 
in the ampulla of Vater, which had perforated 
through the right wall of the telescoped ductus 
choledochus. This theory has not been substan- 
tiated by the history of most patients who have 
had gallstone ileus, for rarely has associated 
jaundice or colicky pain been mentioned in the 
cases reported. 

Courvoisier? observed that cholecystoduodenal 
fistula most commonly occurs between the pos- 
terior surface of the neck or fundus of the gall- 
bladder and the first part of the duodenum, the 
portion so often bile-stained at autopsy. In seven 
out of 35 cases in his series, however, he thought 
that the stones passed into the small intestine by 
way of the common duct and then caused ob- 
struction. One of these stones was reported to be 
10 cm. in size. Morgagni? reported a case in which 
the common duct was dilated to the size of the 
stomach and was full of stones. Holz!4 cited Wort- 
mann® as having seen a walnut-sized stone which 
passed through the common duct. At laparotomy 
the stone was found impacted 20 cm. above the 
ileocecal valve. The patient died, and at post- 
mortem examination a hole the size of a two 
pence piece was found in the duodenum corre- 
sponding to the ampulla of Vater. Two additional 
stones were found in the common duct. 

Wakefield, Vickers and Walters!® reported that 
in 176 cases of cholecystoenteric fistula, perfor- 
ation involved the gallbladder and duodenum in 
101 cases, the gallbladder and colon in 33 cases, 
and the gallbladder and stomach in seven cases. 
In 24 cases stones were discharged into the ab- 
dominal cavity; in 11 cases there were multiple 
perforations between the gallbladder and adja- 
cent organs. Intestinal obstruction, however, oc- 
curred in only 10 per cent of the cases in which 
stones perforated into the gastrointestinal tract. 
Martin! mentioned the passing of a stone into the 
ureter by way of a perinephritic abscess secen- 
dary to acute cholecystitis. It descended 11 
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ureter and was found in the urinary bladd rr. 
Other oddities are gallbladder fistulas empty/ 1g 
into the pleural and pericardial cavities. Vomit- 
ing of gallstones has occurred. Some two years 
ago at the Duval Medical Center, a white woman 
was admitted with what appeared to be a super- 
ficial abscess of the anterior abdominal wall. The 
abscess became fluctuant, was incised and spewed 
forth purulent fluid as well as many small mul- 
tifaceted black gallstones. 


Once a stone has entered the intestine, it 
usually is carried along with the intestinal con- 
tents and is finally expelled unless obstruction 
occurs. Tremendous variations take place in the 
speed at which the stones travel through the in- 
testinal lumen. Cases have been reported in which 
stones passed from the gallbladder into the 
duodenum and thence in the stool out through 
the rectum in three hours. In one case a stone 
traversed the length of the small and large in- 
testine in a period of one month. Wagner?‘ re- 
ported 334 cases of intestinal obstruction from 
gallstones in which cure was effected in 93 by the 
stone having passed through the rectum. In 1936, 
Mast!® reported recurrent intestinal obstruction 
from one stone, which moved through the small 
intestine for a period of several years. The 
probable time of perforation of this gallstone was 
ascertained by the history. Its passage through 
the small intestine resulted in repeated attacks 
of partial intestinal obstruction, only to be re- 
lieved by resumption of the stone’s downward 
movement. Eventually, the stone lodged and was 
removed surgically from the ileum. 


Diagnosis 


Symptoms of gallstone ileus are often vague. 
If obstruction occurs after a typical biliary 
seizure, the diagnosis is suggested. In a number 
of the reported cases, however, there was no defi- 
nite history of previous gallbladder disease. Foss 
and Summers,!7 in a study of 150 cases of gall- 
stone ileus, reported that 15.3 per cent of the pa- 
tients had denied any history implicating the 
gallbladder, 36.6 per cent had had pain somewhat 
suggestive of biliary colic, and only 32 per cent 
had experienced pain suggesting perforation of the 
gallbladder. Hinchey!® believed that in the ma- 
jority of cases of gallstone ileus, disease of the 
gallbladder is suggested by a history of chronic 
dyspepsia, belching, varying intermittent attacks 
of pain in the right upper quadrant of the abdo- 
men, nausea, or vomiting. The usual history is 
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simply persistent vomiting with mild to moderate 
crampy abdominal pains in an elderly woman 
who has had no previous abdominal surgery. 

The distinction between intestinal colic and 
intestinal obstruction is rather well illustrated in 
Hinchey’s case of recurrent gallstone ileus. The 
patient suffered colic with both defecated stones, 
but had no nausea, vomiting, distention or obsti- 
pation. Then the colic recurred associated with 
vomiting, obstipation and roentgen evidence of 
obstruction. Surgical intervention at this time 
consisted of removal of an impacted stone from 
the small intestine. This sequence of symptoms 
cannot be relied upon. Once the stone gets into 
the intestine, usually there will be intermittent 
episodes of varying degrees of obstruction with 
intense, colicky pains, vomiting and obstipation. 
A number of authors commented on the lack of 
distention, indicating that some gas and feces 
must pass by the stone. Spasm of the intestine 
subsides at the site of obstruction, the stone 
moves distalward, and the obstruction may be 
temporarily relieved, only to have the stone pro- 
duce new intraluminal irritation at a more distal 
site followed by renewed spasm and obstruction. 
The block is obturator in type, and consequently 
circulation is seldom impaired. Tenderness is 
therefore minimal unless necrosis from pressure 
develops, followed by localized peritonitis. Wan- 
gensteen® thought that the obstruction is in the 
nature of a volvulus, owing to the fact that when 
fluid and food accumulate above the point of ob- 
struction, the increased weight of the segment 
may produce torsion of a loop. 

Figiel, Figiel, Wieterson and Dranginis,!® in 
a well illustrated paper, pointed out that gallstone 
obturation is a mechanical obstruction which can 
be diagnosed preoperatively by the radiologist 
with a considerable degree of accuracy. The 
roentgen findings of gallstone ileus are: (1) air 
or contrast medium in some part of the biliary 
tract showing the presence of a cholecystoenteric 
fistula, (2) direct visualization of the stone, or 
indirect visualization of the stone by contrast 
medium in the small intestine, (3) change in po- 
sition of a previously observed stone, and (4) 
roentgen evidence of partial or complete intes- 
tinal obstruction. 


Recurrent Gallstone Ileus 


While gallstone ileus is comparatively infre- 
quent, recurrent gallstone ileus appears to be ex- 
ceedingly rare. After carefully reviewing the lit- 
erature, I have been able to collect 16 cases in 
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which the diagnosis subsequently was proved by 
a second laparotomy. In one additional case, not 
included in this series, the diagnosis of recurrent 
gallstone ileus was established at necropsy. This 
case was reported in 1922 by Pybus,?° who saw 
a 65 year old, thin woman seven days after hos- 
pitalization for persistent vomiting. Enemas gave 
relief, but two days later nausea and vomiting 
returned. A small, hard mass could be palpated 
in the right iliac fossa. At laparotomy a faceted 
stone the size of a golfball was removed from the 
terminal portion of the ileum. The symptoms 
recurred four days later, and a diagnosis of leak- 
age of the suture line was made. Peritonitis ap- 
peared to develop, and the patient died a few 
days later. On postmortem examination, a gen- 
eralized peritonitis was present due to a perfor- 
ated ileum, which was the result of an impacted 
stone 2 feet proximal to the enterostomy from 
which the first stone had been removed. Some 
distance above this site another stone was 
impacted with a similar perforation. There was 
a fistula between the gallbladder and the duo- 
denum. 


Several years later this author saw another 
65 year old woman with a similar history of 
vomiting for four days associated with colicky 
abdominal pains. In this case there was a history 
of biliary colic for the previous 18 years. A 
diagnosis of gallstone ileus was made, and at op- 
eration a stone was removed from the lower por- 
tion of the ileum. Two smaller stones were re- 
moved from the gallbladder, and a cholecysto- 
duodenal fistula was closed. After observing these 
two cases, Pybus? advocated that a search be 
made for additional stones in the distended por- 
tion of the small intestine, that the gallbladder 
be examined, and that stones found in the gall- 
bladder be removed. Wakefield and his associ- 
ates!5 reported a series of 10 cases of intestinal 
obstruction produced by gallstones, observed at 
the Mayo Clinic, in six of which stones also were 
found in the gallbladder or bile passages at op- 
eration or at necropsy. 

Holz!* in 1929 collected five cases of recur- 
rent gallstone ileus. He likewise made the plea 
that if the gallbladder contained additional 
stones, they should be removed, provided removal 
would not endanger the patient’s life. Noskin and 
Tannenbaum?! in 1952 concluded that recurrent 
obstruction would not occur if cholecystectomy 
were performed after the initial attack of gall- 
stone ileus. 
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Previous 


Signs and 


Cholecystic Symptoms of 


Disease 


Intestinal 
Obstruction 


No 


For 20 
years 


Vague 
symptoms 


For 20 
years 


Confirmed 
by x-ray 


Yes 


Yes 


Present 
3 days 


Present 
2 days 


Sudden onset 
of right up- 
per quadrant 
pain with 
signs of 
intestinal 
obstruction 


Present 
3 days 


Present 4 
days with 
pain in 

left upper 
quadrant 


Apparently 
due to un- 
corrected 
umbilical 
hernia 


Present 
6 days 


Present 

plus x-ray 
evidence of 
gas in bil- 
iary radicals 
and stone in 
right upper 
quadrant 


Location of Size of 
Stone at First Stone 


Laparotomy 
Small 
intestine 
Midileum 
Small 
intestine 
Hen’s 
egg 
Ileum 
Small 
intestine 
Midjejunum = 3.3 cm. 
Small 3xz3= 
intestine 3.1 cm. 
Midjejunum 2.5 cm 
Lower ileum Walnut 
Lower 3.5 cm 
jejunum 
Ileum 3.5 cm. 
30 cm. from Lime 
ileocecal 
valve 
24 inches 4.3 cm. 
from 
ileocecal 
valve 


Interval Before 
Return of _ 
Symptoms ot 
Intestinal 
Obstruction 

2 days 

12 days 

4 days 

1 year 

3 days 


3 months 


6 weeks 


4.5 months 


3 months 


. 8 days 


3 months 


. 2 months; 


x-rays showed 
stone moved 
to right 

upper quadrant 


14 days 


13 months 


3 months 
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Table 1.— Summary of Cases of Recurrent Gallstone Ileus in Which Surgery Was Repeated 


Location of Size 
Stone at Second of 
Laparotomy Stone 
At site of 

initial 

enterotomy 


10 cm. above 
site of first 


enterotomy 

At site of Smaller 

initial than 

enterotomy first 
Walnut- 
sized 

Middle of 

small 

intestine 

At site of Larger 

initial than 

enterotomy first 

2 stones, 

1 at site 

of first 

obstruction 

Upper ileum 3.5 cm 

Small 3.2 = 

intestine A2= 
2.9 cm. 

Midjejunum 2.5 cm. 

3.5 ft. from Golf 

ileocecal ball 

valve 

Terminal 3.6 cm. 

ileum 


Lower jejunum One- 


half 
size of 
first 
stone 
1.75 cm. 
At site of Golf 
initial ball 
enterotomy 
60 cm. proxi- 2.5 x 
mal to site 4 cm 


where first 
stone was 
removed 
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Macfarlane26 57 Yes Present 2.5 2 ft. proximal 2.5 cm. 10 days Twentieth post- 3.8 cm. 
1953 days to ileocecal single operative day 
valve facet stone at site 
of initial 
enterotomy 
Collins 82 Nc Present 4 Lower 23°2 5 days 75 cm. proximal 2 x 2 x 
1956 days jejunum 25's to ileocecal 2.5 cm 
3.5 cm. valve 


The 16 collected cases and the case here re- 
ported, in which laparotomy was performed a 
second time for recurrent gallstone ileus, are 
summarized in table 1. All of the patients were 
women, ranging in age from 57 to 87. The in- 
terval between laparotomies ranged from two 
days to one year. There were two fatalities with 
a mortality of 11.7 per cent. In one of Wagner’s 
cases,!4 death resulted from coronary disease a 
few hours after surgery, and in Wohlaer’s 
case,!4 from pneumonia on the seventh post- 
operative day. A history of gallbladder disease 
was definitely elicited in six of the 17 cases. Two 
patients had no previous symptoms of gallbladder 
disease upon careful interrogation. The size of 
the stones varied from 1.75 cm. to that of a hen’s 
egg. The various sites of obstruction were located 
all the way from the pylorus down to the lower 
portion of the ileum. In the case of Hand and 
Gilmore* the intestine was collapsed distal to the 
site of the obstructing stone and so was palpated 
for a distance of only 2 feet beyond this area. 
At the second laparotomy the stone was found 
slightly more than 2 feet distal to the first en- 
terotomy, and its size would have prevented it 
from passing through the constricted lumen at 
the site of the first enterotomy. In only five of 
the cases was a preoperative diagnosis of gall- 


stone ileus made at the first operation. The diag- ° 


nosis of recurrent gallstone ileus was made in 
only four cases, including the case reported here. 
In three of the cases*:!9-25 and in the present 
case, an additional stone was known to be present 
in the gallbladder at the initial surgical explora- 
tion, but the patient’s precarious condition pre- 
vented surgical removal. The patient of Milch 
and his associates* later refused elective removal 
of the stone; three months thereafter this stone 
produced a recurrent intestinal obstruction. 

In all of these cases signs and symptoms of 
intestinal obstruction were present in varying 
degree. Hille'* and Hand and Gilmore* reported 
that these symptoms came on suddenly along 
with pain in the right upper quadrant of the ab- 
domen, whereas in the remaining cases the pa- 
tients volunteered a history of vomiting associ- 





ated with abdominal pain for two to 10 days 
before consulting their physician. In one case1® 
the patient vomited for two days and then passed 
a two-faceted stone. Four days later she passed 
another hard object, but signs of obstruction then 
became more pronounced and surgical interven- 
tion was required. 


In the case presented, the patient was the 
oldest one of the series in whom recurrent gall- 
stone ileus occurred in the immediate postopera- 
tive period. The first stone (fig. 4), which was 
the larger of the two, had three facets, the largest 
facet matching a single facet on the second stone. 
The two smaller facets were apparently formed 
by smaller stones which undoubtedly passed 
through the gastrointestinal tract without produc- 
ing symptoms, prior to the first obturative ob- 
struction. 

Of the 17 cases, in only one was the patient 
advised to have an additional surgical procedure 
for the purpose of closing the cholecystoduodenal 
fistula. In the reports of the remaining cases 
concern was not expressed that any disability 
might arise from this defect. This view has been 
well borne out by an 18 month follow-up of the 
case presented. 


Report of Case 


Mrs. M. M., an 82 year old white woman, was ad- 
mitted to the Duval Medical Center on Dec. 25, 1954, as 
a patient of Dr. William G. Harris. She complained of 
persistent vomiting and obstipation of four days’ dura- 
tion. The vomitus had the consistency of green pea soup. 
The patient stated that she had experienced severe sharp 
pains in the right upper quadrant of the abdomen for 
several days prior to the onset of vomiting, which had 
gradually disappeared. She then began vomiting without 
abdominal pain. For two days prior to admission she 
had passed neither flatus nor feces. She denied any food 
intolerance, indigestion, melena, constipation, or loss in 
weight. She had had no previous surgery or serious 
illness. 

On physical examination, the pulse was regular with 
the rate varying from 110 to 120, the temperature was 
98 F., and the blood pressure was 140 systolic and 80 
diastolic. The abdomen was only slightly above plane 
and soft. There was dulness to percussion in both flanks. 
A fluid wave was present. Pelvic examination revealed 
only slight tenderness high in the posterior fornix. Firm 
brown feces were present in the rectum. A roentgenogram 
(fig. 1), taken on admission, revealed a large gallstone 
in the gallbladder area, and there were several gas-filled 
loops of small intestine in the midabdomen with a rela- 
tive absence of gas in the colon. A nasogastric tube 
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Fig. 1.— Roentgenogram of Dec. 25, 1954. Calcific- 
rimmed large stone in the gallbladder (arrow). Stone 
which has passed into the intestine is not seen. No 
gas is seen in the bile ducts which would establish the 
diagnosis at this time. Moderately gas-distended small 
intestine in midabdomen, which suggested small intes- 
tine obstruction at this time. 


was inserted for continuous Wangensteen suction, and 
the patient was given intravenous fluids. Urinalysis 
revealed a specific gravity of 1.004, 2 plus albumin, and 
60 to 80 red blood cells per high power field. The hemo- 
globin was 14 Gm., and the white blood cells numbered 
18,000 with 87 segmented forms. The nonprotein nitro- 
gen was 110. The following day the nonprotein nitro- 
gen had dropped to 96. 

At operation, a moderate amount of serous fluid was 
present, and the entire jejunum was distended. At about 
the distal end of the jejunum there was a large, stony- 
hard mass within the lumen of the intestine, measuring 
some 2.5 by 2.5 by 3.5 cm. in size. Distal to this mass 
the intestine was collapsed. A rapid examination of the 
remainder of the small intestine revealed no further in- 
traluminal masses. The gallbladder was adhered to the 
surrounding structures. There could be felt, apparently 
inside the gallbladder, a stone about the size of the one 
seen in the roentgenogram. No apparent communication 
between the small intestine and the gallbladder could be 
palpated. It was decided that nothing should be done 
to the gallbladder at that time because of the precarious 
condition of the patient. A linear incision was then 
made along the free border of the jejunum, and the 
stone was removed; it contained three facets. 

The next day the patient passed gas and complained 
only of being unable to sleep at night. The abdomen 
was moderately distended, and peristalsis was present. 
On the second postoperative day the administration of 
oral fluids was begun. The patient complained of nausea. 
She continued to appear dehydrated, but began taking 
a soft diet the third postoperative day and got out of 
bed daily. On December 31, she complained of nausea, 
which had not been present the day before, and on Jan. 
1, 1955, she began to vomit. Peristalsis was hyperactive. 
A flat film (fig. 2) of the abdomen showed the stone, 
previously seen in the right upper quadrant, now ap- 


pearing in the right lower quadrant. Dilated loops of 
small intestine were visible, and gas appeared to be 
present in the bile ducts. A diagnosis of recurrent gall- 
stone ileus was made, and at operation a 2 by 2 by 2.5 
cm. stone (fig. 3) approximately 75 cm. from the ileocecal 
valve was removed. 

Following this laparotomy the course was mildly 
septic with the temperature spiking to 100.1 F. on the 
twelfth postoperative day. The patient received various 
antibiotics and slowly recovered. The abdomen remained 
somewhat distended. A small polyethylene feeding tube 
was inserted through the nose into the stomach, as it 
became difficult to get the patient to take liquids or 
solids. Enemas were frequently necessary. A roentgeno- 
gram of the chest on January 19 showed an ill-defined 
opacity in the lower lobe of the right lung which was 
probably an early pneumonia. On February 2 roentgen 
examination of the gastrointestinal tract (fig. 4) revealed 
a normal duodenal bulb and stomach with a definite 
exit of barium into a small tract extending superiorly 
and laterally from the second portion of the duodenum. 
This evidence accentuated the previous supposition that 
the gallstones passed through a_ cholecystoduodenal 
fistula into the small intestine. 

The patient gradually improved and was discharged 
in good condition approximately five weeks following 
the second laparotomy. She was seen at her home in 
July and again in December 1955, and appeared to be in 
good health with no gastrointestinal symptoms. 


Summary and Conclusions 


A case of recurrent gallstone ileus in which 
the patient was operated on the second time is 
reported, and 16 such cases collected from the 
literature are reviewed. The case reported is the 





Fig. 2. — Roentgenogram of Jan. 1, 1955. The stone 
previously seen in the gallbladder is now seen in the 
ileocecal region (black arrow). There is gas in the 
biliary tract (white arrow). There are loops of gas- 
distended small intestine in the lower portion of the 
abdomen, suggestive of low small intestine obstruction. 
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Fig. 3. — Roentgenogram of Feb. 2, 1955. Demon- 
strates the fistulous tract (arrow) communicating with 
the second portion of the duodenum. 
fifth in this series in which the patient was sub- 
jected to a second operation in the immediate 
postoperative period following the first operation, 
and the patient was the oldest of this group. 

The incidence, mortality, pathologic process 
and diagnosis of gallstone ileus are discussed. 

A diagnosis of gallstone ileus can be made 
preoperatively by roentgen evidence of chole- 
cystoenteric fistula with the presence of air or 
contrast medium in the biliary tree, direct vis- 
ualization of the obstructing stones or distention 
of the small intestine. The most significant 
clinical finding is persistent vomiting with mild 
to moderate abdominal pains, although pain may 
be entirely absent. 

Therapy for gallstone ileus belongs in the 
domain of the surgeon, and surgical intervention 
should be seriously considered before the patient’s 
condition deteriorates if the diagnosis of obstruc- 
tion from gallstones cannot be ruled out. 

If a stone is found producing obstruction and 
has facets, there probably have been or still re- 
main other stones in the intestinal tract or in the 
gallbladder. 

The entire small intestine should be examined 
from the ligament of Treitz down to the ileocecal 
valve in order to locate and’ remove additional 


stones. 
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The gallbladder should be palpated, and any 
remaining stones should be removed, or milked 
through the fistula and down the small intestine 
for removal or a cholecystectomy should be per- 
formed, depending upon the patient’s condition. 
Although this latter procedure was first suggested 
by Pybus?® in 1922 and repeated by Holz!4 in 
1929, it was not mentioned in nine cases of this 
series which have since been reported. Undoubt- 
edly the results would make its importance more 
fully appreciated if recurrent gallstone ileus oc- 
curred more frequently. Probably in most of 
these cases attempts to remove the gallbladder 
or its contents were deemed unwise because of 
the patient’s poor general condition as well as 
the inaccessibility of the gallbladder from the in- 
cision made to explore the abdomen. These two 
reasons were factors in the case presented. The 
wishful thinking that cholecystectomy might be 
postponed to the period of postoperative conva- 
lescence is a dangerous thought for in five of the 
17 cases of this series recurrent gallstone ileus 
occurred within the first eight days after the initial 
operation, necessitating a second laparotomy. 


_ Appreciation is expressed to Dr. Ivan Isaacs for assistance 
in photographing the roentgenograms, and to Dr. Robert Rosser 
for assistance in translating the German manuscripts. 





Fig. 4. — Stones producing obstruction. The larger 
stone caused the initial obstruction. 
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ABSTRACTS 


The University in Medicine. Concept of 
the New Program at the University of Florida. 
By George T. Harrell Jr., M.D. J.A.M.A. 161: 
700-704 (June 23) 1956. 

The Dean of the College of Medicine of the 
University of Florida here describes the student- 
centered program being developed at the univer- 
sity which emphasizes the training of the family 
physician for practice in the local community as 
a student may expect to find it 10 to 20 years 
hence. A university-wide theme of human biology 
is being used, so that all resources of the univer- 
sity may be brought to bear to explore better 
methods of education of any person who may be 
used in a program of patient care in the local com- 
munity, as well as better methods of patient care. 
The university must educate the student to be a 
citizen, and the professors within the medical 
school must have a sufficiently broad background 
to contribute to this aspect of his development. He 
must also be prepared to accept responsibility for 
definitive medical care of the families in his charge 
and to ease not only the medical but also the 
sociologic, psychologic, and economic impact of 
disease upon the family. Once this basic philoso- 
phy was formulated, the physical plant was de- 
signed, the selection of the faculty begun, and the 
development of a curriculum undertaken to imple- 
ment it. 


This approach of exploring the role of the 
university in medicine rather than the more tra- 
ditional one of merely charting the role of the 
medical school in a university is unique, as are the 
facilities being provided. Commenting on the ob- 
jectives of this timely pioneer project, Dr. Harrell 
explained: “We are attempting to impress on the 
student that the basic principles in medicine are 
simple and that the adaptation to the particular 
disease problem at hand must be done with his 
own knowledge and ingenuity. We hope that 
these facilities will emphasize to the student that 
we are dealing with a variable biological system. 
No two individuals are the same, and no single 
individual when studied successively in point of 
time reacts in exactly the same way. . . . The prac- 
tice of medicine will forever remain an art and 
can never be a science. For this reason both the 
preprofessional and the professional training 
should emphasize more of the art of understanding 
and handling people.” 


The Surgical Treatment of Mitral Ste- 
nosis. By W. C. Sealy, M.D., John P. Collins, 
M.D., and Richard G. Connar, M.D. North Caro- 
lina M.J. 15:202-205 (May) 1954. 

Experiences with the surgical treatment of 
mitral stenosis are presented in this article. A 
series of 34 cases is analyzed in which the patients 
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were 13 men and 21 women, all considered to be 
good candidates for surgery. Their ages varied 
from 22 to 56 years. In one case a valve orifice 
of sufficient size for adequate functien w2s dem- 
onstrated at operation, although caretui preopera- 
tive studies including cardiac catheterieztion indi- 
cated the presence of a tight mitral stenosis. One 
death occurred on the third postoperative day 
from a massive auricular thrombus which had oc- 
cluded the mitral orifice. The results were classi- 
fied as excellent in 41 per cent of the cases and 
good in 40 per cent; in 12 per cent there was 
improvement with freedom of distressing symp- 
toms although physical activity is still curtailed. 

The authors observe that the surgical correc- 
tion of mitral stenosis is a rational procedure and 
is now indicated whenever it is the cause of dis- 
abling symptoms. They conclude that no patient 
with a symptomatic tight mitral stenosis should 
be denied the benefit of this procedure. 


Dissecting Aneurysm of the Aorta. By 
Elwyn Evans, M.D., and Robert W. Curry, M.D. 
South. M. J. 49:238-243 (March) 1956. 

A general discussion of dissecting aneurysm 
of the aorta is presented. Although the diagnosis 
is made much more often than it was a decade 
or so ago, frequently the condition still remains 
undiagnosed. This condition, representing a small 
but important clinical and pathologic group, was 
present at autopsy in eight of 2,140 cases at the 
Massachusetts General Hospital. 

A case of probable dissecting aneurysm of the 
aorta with re-entry and healing is presented. 
Symptoms that could hardly be explained in any 


other way were: interscapular pain radiating to’ 


the substernal region, occurring in a woman 63 
years of age with atherosclerosis and hypertension 
while straining at stool, subsequent epigastric pain 
and pain in the left shoulder and left scapular re- 
gion, fever, leukocytosis, and definite roentgeno- 
graphic evidence of increase in width of the 
thoracic aorta in serial films, and a later decrease 
in width of the aorta. 

Other corroborative signs and symptoms of 
unusual interest were hemoptysis associated with 
an aortic diastolic murmur and myocardial fail- 
ure, a combination indicative of the dissection 
extending to or near the aortic ring. Although 
systolic murmurs along the dorsal spine have been 
noted in patients with dissecting aneurysm of the 
aorta, the authors knew of no other case in which 
a striking decrease in the intensity of such a mur- 
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mur has been reported. A grade III systolic mur- 
mur between the sixth and eighth dorsal vertebrae 
heard earlier was barely audible four weeks later. 
In their opinion the production of a localized 
aortic constriction by an intramural thrombus 
and subsequent re-entry of the dissection into the 
aortic lumen best explains the striking changes of 
the murmur in their case. 


Behavior of Split-Thickness, Dermal and 
Full-Thickness Skin Grafts in Thoracic 
Cavity, An Experimental Study. By Charles 
E. Horton, M.D., Frank Campbell, M.D., Rich- 
ard Connar, M.D., Joseph McWhirt, M.D., and 
Kenneth Pickrell, M.D. A. M. A. Arch. Surg. 
70:221-228 (Feb.) 1955. 

In this experimental study in order to deter- 
mine normal growth characteristics of skin in the 
thorax, a total of 51 intrathoracic grafts varying 
in size from 2 to 4 sq. cm, were observed for pe- 
riods of from one to six months. This experiment 
readily established the relative value of autogenous 
split thickness, dermal, and full thickness skin 
growth in the thoracic cavity. Since split thickness 
skin grafts formed unilocular cysts on intact 
pleural surfaces whereas dermal and full thickness 
grafts did not, a definite superiority of the latter 
types of buried grafts was demonstrated. It was 
also apparent that the dermal graft has all of the 
virtues of the full thickness graft, and in addition, 
possesses certain extra qualities of desirability. 
The dermal graft did not temporarily grow hair 
as did the full thickness graft. Potentially, the 
dermal graft was a cleaner graft, with less likeli- 
hood of infection from skin bacteria. 

The authors presented and discussed their vari- 
ous findings and then discussed the possible clin- 
ical applications of these findings. They concluded 
that dermal grafts are apparently superior to full 
thickness and split thickness grafts in the majority 
of intrathoracic grafting procedures. In view of 
the many potential uses for free living grafts in 
the chest, they expressed the belief that the in- 
vestigation of such buried grafts should be con- 
tinued. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 
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An Evaluation of Oral Antidiabetic Drugs 


The impact of a new therapeutic measure is 
sometimes greater on the physician than is the re- 
sponse of the patient to the drug. The recent ad- 
vent of the oral antidiabetic compounds in the 
field of therapeutics has served a purpose far be- 
yond their pharmacologic actions. 

Firstly, these compounds once again remind us 
that the cause of diabetes is as yet unknown. They 
certainly should dispel the last lingering belief 
that diabetes mellitus is merely a disease of in- 
sulin lack. Despite the brilliant work of Houssay, 
Long and others years ago, some able clinicians 
still believe that since insulin is formed in the 
pancreas and diabetes mellitus can be controlled 
by insulin, ergo, diabetes is solely a deficiency dis- 
ease of insulin. 

It has been thought by many observers that 
diabetes mellitus is a clinical syndrome with more 
than one etiologic agent and having as many as 
four clinical types. Lawrence’s classification of 


diabetes mellitus, although certainly not proved, 
offers an excellent point of departure from the 
orthodox belief that all hyperglycemia with gly- 
cosuria stems from the same source and causes 
similar physiopathologic changes in the patient. 


Secondly, probably because of premature pub- 
licity and the inane desire for most Americans, 
especially physicians, to be first, the oral antidia- 
betic compounds were released to certain physi- 
cians supposedly well versed in diabetes for clini- 
cal trial. Unfortunately, these drugs have failed 
to measure up to the delirious press reports first 
given them. Briefly, they do not have any effect 
on many diabetic patients, and toxic reactions 
have occurred in over 5 per cent of patients. Un- 
fortunately, some reactions were severe, including 
myocarditis, agranulocytosis and hepatitis with 
some resulting fatalities. 

There are in America today many excellent 
medical schools with ‘associated hospitals whose 
patients may be used for teaching purposes. By 
the very nature of these institutions adequate 
clinicians, research workers, instructors, labora- 
tory personnel and other ancillary aids are at 
hand to make for a leisurely and thorough ap- 
praisal of a patient’s ills, together with his thera- 
peutic response to any medicine. Here are incul- 
cated into the medical students the precepts of 
medical sciences and arts as far removed from the 
exigencies of private practice as is possible — 
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sometimes too far. But here is where new drugs 
should be tried. It is wrong for pharmaceutic 
firms to allow physicians in private practice to use 
drugs still in the experimental phase. Wrong 
because the physician — specialist or generalist — 
cannot, with rare exceptions, devote the time, ef- 
fort or expense which the true evaluation of a new 
drug entails. He likewise cannot evaluate its true 
efficacy since he has an inherent desire to be first 
with anything new. Furthermore, it is rare even 
for a specialist in one of the “subspecialties” to 
have enough patients of one type at any one time 
for therapeutic evaluation — unless he suspends 
the major portion of his practice during any test 
period. 

Thus the appearance of oral antidiabetic com- 
pounds served a worthwhile purpose even if they 
are soon consigned to oblivion. They have once 
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again awakened physicians to the fact that dia- 
betes mellitus is not the simple deficiency disease 
it was thought to have been soon after the dis- 
covery of insulin. These compounds will undoubt- 
edly lead to further studies for other antidiabetic 
drugs —a search which was practically stopped 
with the discovery of insulin. Finally, these anti- 
diabetic drugs, toxic as they are, should serve as 
a warning to all drug manufacturers and physi- 
cians alike. No experimental drug should come 
into the hands of the average practicing physician 
who has neither the time, facilities, resources nor 
personality for its true evaluation. If the oral 
antidiabetic drugs have accomplished this end, 
they will have become a greater medical milestone 
than even their most enthusiastic supporters at 
first imagined. 





Hospital and Medical Facilities 


Construction in Florida 


Hitit-BurTon Procram. — Florida has been a 
major beneficiary of federal legislation to pro- 
mote adequate hospital facilities for the nation. 
There was little hospital construction in Florida, 
other than for the military services, during World 
War II and for several years thereafter. As a re- 
sult, the state was confronted with a critical 
shortage of hospital beds. Fortunately, the feder- 
al government in 1946 recognized the need for 
hospitals throughout the nation, and the Congress 


realized that it would be impossible for the local, 


communities to assume the full financial burden 
in meeting this need for medical facilities. Ac- 
cordingly, through the combined efforts of medi- 
cal associations, hospital associations, and other 
organizations interested in the health fields, Pub- 
lic Law 725, popularly referred to as the Hill- 
Burton Act and also known as the Hospital and 
Medical Facilities Survey and Construction-Pro- 
gram, was enacted. Florida had the distinction of 
having the first hospital in the United States to 
be constructed under this program — the Suwan- 
nee County Hospital at Live Oak. 

In 1947, the state received its first allotment 
of funds in the amount of $1,460,260. Since that 
time federal funds have participated in hospital, 
public health, and other medical facilities con- 
struction projects costing over $57,900,000, of 
which $19,900,000, or 34.37 per cent, was in 


direct federal grants. Of the general hospitals 
built under this program, the large majority are 
located in areas which had no hospital. When 
the current building schedules are completed, 
only 11 of Florida’s 67 counties and three hos- 
pital areas will be without any hospital facilities 
as compared with 24 counties nd six hospital 
areas in 1947.1 ' 

The Florida State Improvement Commission, 
now the Florida Development Commission, with 
the advice of the Florida State Hospital Advisory 
Council administers a variable grant program 
which determines the percentage of cost to which 
the various counties in Florida are entitled. The 
amount of local matching funds required is de- 
pendent upon the factors used in the Florida 
School Program, which, in effect, is the per capita 
wealth or the ability to pay theory. 

The priorities on funds for the different areas 
are based on the percentage of bed need met with- 
in the various counties in the state. The percent- 
ages for general hospitals range from 0 to 29.99 
for A priority to 100 for E priority. Counties 
of 10,000 population or more with no hospital 
beds were given A priority. Counties with less 
than 10,000 population were grouped with other 
counties to make a logical hospital area capable 
of supporting a hospital of at least 25 beds. 
“Only once in the history of the Hill-Burton pro- 
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Suwannee County Hospital, Live Oak 


Seminole Memorial Hospital, Sanford 





gram,” said Dr. Walter C. Payne Sr. of Pensacola, 
chairman of the Hospital Advisory Council since 
it was established in 1946, “has it been possible 
to render aid to the facilities in a county holding 
a priority below B. During the last year there 
were active applications on file requesting over 
$10,000,000 in federal aid for projects involving 
approximately $25,000,000 in total construction 
and equipment costs. This demand convinces the 
Florida State Hospital Advisory Council that a 
great need for hospital beds of all types still exists 
in Florida.” 

The number of beds needed in a given area is 
determined by federal formula. The Hill-Burton 
Act established these criteria to determine where 
the need is greatest: 2.5 beds per thousand for 
areas having a population of less than 25,000; 4 
beds per thousand for areas with a population be- 
tween 25,000 and 100,000; and 4.5 beds per 
thousand in the metropolitan areas having more 
than 100,000 population. The ratios of bed needs 
to population, shown in the following table, 
are based on these federal formulas. This table 





Memorial Hospital, Hollywood 
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presents a general picture of Florida’s bed gains 
in relation to need for the 1947-1956 period and 
takes into account all acceptable beds existing, 
under construction and in current construction 
schedules as of July 1, 1956. The population gain 
for this period was 49.56 per cent. 








Total. Existing 


Year Bed Type Beds Accept. Percent 8-Year Gain 
Needed Beds Need Met Percent 





1947 General 10,119 6,599 65.2 
1955 General 15,142 11,643 76.S0 11.70 
1947. Chronic 4,497 485 10.7 
1955 Chronic 6,728 768 11.76 1.06 
1947 Mental 11,243 5,842 51.9 
1955 Mental 16,820 9,328 55.46 3.56 
1947. Tuberculosis 2,180 515 23.6 


1955 Tuberculosis 1,121 1,954 100.00 76.4 








GENERAL HospitTars.— According to the 
1955-1956 inventory, Florida has 11,643 accept- 
able general hospital beds, a net gain of 1,065 
over the 1954-1955 inventory. There are 1,380 
general hospital beds either under construction or 
in the current construction schedule; of these, 
615 are being constructed with federal assistance. 
The current inventory does not include a 400 to 
500 bed teaching hospital, now in the early stage 
of construction, at the new College of Medicine 
of the University of Florida at Gainesville. A 
psychiatric unit is planned, but the bed break- 
down and other data were not available. They 
will be included in next year’s survey of the Flori- 
da State Plan. The accompanying map shows 
the distribution of the state’s general hospitals, 
in the completed stage, under construction and in 
the planning stage, participating in the Hill-Bur- 
ton Program as of July 1, 1956.? 
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Of the 11,643 acceptable general hospital beds 
now existing, 5,044 have been built since 1947. 
Certainly these beds represent a great advance in 
quality over those of 1947. With 76.90 per cent 
of the need now met, the eight year gain is 
nevertheless only 11.70 per cent. This small gain 
is explained largely by the astronomic growth in 
population that Florida is experiencing annually. 
Several of the hospitals classified as accept- 
able are fast approaching maximum patient loads. 
They are obsolete for the demands incurred by 
scientific and technologic advances, and are not 
amenable to conversion. Such facilities, under 
the continuous program of reappraisal, are grad- 
ually being reclassified. In addition to general 
beds in acceptable structures, there are now in use 
937 beds in structurally unacceptable facilities. 
It is noteworthy that in many instances the 


‘relatively low annual “average”? occupancy rates 





The Fish Memorial Hospital, DeLand 





B33 3.33530 ib 24111135555 5a 


Rad 


Ferman’ 


Likizail 





VotuME XLIII 


688 EDITORIALS AND COMMENTARIES NUMBER 7 





Madison County Memorial Hospital, Madison 


reported for a number of hospitals do not reflect 
bed use and bed need properly because of low 
census periods during two to four months of the 
year. A number of hospitals, especially small 
ones, in some areaas where the general hospital 
census appears to indicate an adequate margin 
of beds available for emergency and similar use, 
are rapidly approaching maximum occupancy 
rates for safe, good quality patient care. This 
situation applies also in some areas showing, by 
application of federal formula, a large per cent 
of bed needs met. Florida is confronted not only 
with a steady and rapid growth in permanent 
population but also with a swelling tourist popu- 
lation over an increasingly extended tourist season. 
During four months of the year, the population 


of certain cities and counties doubles, and many 
sections observe little difference between the num- 
ber of winter and summer visitors. The growing 
volume of migratory and defense installation 
workers poses an additional problem.’ All of these 
factors, if weighted in the federal bed formula, 
undoubtedly would reveal Florida’s general hos- 
pital bed supply to be considerably less adequate 
than shown. Certainly these considerations make 
any formula which is applicable to the nation as 
a whole definitely inadequate for Florida. In 
1955, Florida had nearly 27,000 more admissions 
to general hospitals and provided approximately 
244,000 more days of patient care than in 
1954.1 





St. Luke’s Hospital, Jacksonville 
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West Orange Memorial Hospital, Winter Garden 


OTHER Facivities. — Other Hill-Burton proj- 
ects in the state include facilities for the chron- 
ically ill, mental institutions, tuberculosis hos- 
pitals and public health facilities. Their distri- 
bution and stage of development are indicated on 
the map, and the table presents the current pic- 
ture statistically. 

The greatest deficiency in Florida’s bed needs 
is for the chronically ill, the net gain since 1947 
‘being only 1.06 per cent. Florida has less than 
33 per cent of her nursing home bed needs. Many 
of the boarding, custodial, and nursing homes 
which provide some 7,000 beds are structurally 
unsafe and offer minimal care. They care pri- 
marily for the aged who are ill, a group heavily 
weighted in the upper age bracket. 

In the field of mental health, the quality of 
facility structure and care standards in existing 
hospitals, as with general hospitals, has improved 
greatly since 1947, but the quantitative gain of 
3.56 per cent is small. The state now has 55.46 
per cent of beds needed for mental patients, 
little more than half of the number considered 
adequate. 

The greatest progress has been made in the 
supply of acceptable tuberculosis beds. There 
are now 1,954, as compared with 515 in 1947, a 
number which is adequate for total current 
needs. Over 59 per cent of the 1,439 new beds 
built since 1947 were built with federal assist- 
ance. The construction of new beds and the 
great reduction in the number of tuberculosis 
beds needed per thousand population are responsi- 
ble for the progress in this category. Since 1945 
the tuberculosis death rate has declined in Florida 


Santa Rosa Hospital, Milton 


South Florida Baptist Hospital, Plant City 
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Munroe Memorial Hospital, Ocala 


from 31.1 to 7.9 in 1955 despite a population in- 
crease of almost 50 per cent. 

The need for public health facilities remains 
great. Florida now has about 44 per cent of the 
number of health centers necessary and only 
about 12 per cent of needed auxiliary health 
centers. Sixteen public health projects have been 
built or are being built with the aid of federal 
grants. On the basis of current population, how- 
ever, 22 health centers, 143 auxiliary health cen- 
ters, and two district laboratories are still needed. 
Some areas are in critical need of facilities for 
carrying on the most basic health functions. 

From this brief survey it is obvious that the 
contribution made to the health and welfare 
of the people of Florida by the Hill-Burton 
Program of federal aid has been and will con- 
tinue to be of inestimable value. Qualitatively, 
it is particularly significant. Quantitatively, it 
has aided greatly in enabling hospital and medi- 
cal facilities construction to keep pace with the 
phenomenal population growth and even to gain 
a small margin. In addition, it has been instru- 
mental in attracting physicians to rural or iso- 


Indian River Memorial Hospital, Vero Beaach 


lated areas receiving inadequate medical attention. 
“During the last seven years,” said Dr. Payne, 
“we have seen many rural areas construct 25 bed 
hospitals. These smaller hospitals have in all 
cases attracted at least one new physician to the 
community.” As examples, he cited Madison 
County, Hamilton County, Bradford County and 
Okaloosa County hospitals, one physician each; 
Suwannee County and Santa Rosa County hos- 
pitals, two physicians each; and Washington 
County Hospital, three physicians. 

Since its inception, the manner in which the 
Hospital and Medical Facilities Survey and Con- 
struction Program is administered in Florida has 
remained unchanged. There have been no ex- 
ceptions to the priority system, and the variable 
grant is based on the same factors as used in the 
original plan with the index of tax-paying ability 
of the various counties computed by the State 
Department of Education and approved by the 
Florida legislature. The accompanying photo- 
graphs of hospitals built or remodeled in recent 
years with Hill-Burton aid illustrate how gen- 
erously Florida has benefited under this program. 





Baptist Memorial Hospital, Jacksonville (without Hill-Burton aid) 
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St. Luke’s Hospital in Jacksonville, established 
in 1873, bears the distinction of being Florida’s 
first hospital. It affords an excellent example 
of a continuing modernization program by a pri- 
vate hospital over a long period. Hill-Burton 
funds have made up approximately 15 per cent 
of the extensive remodeling and expansion ex- 
penditures in recent years. 

Process WitHout Hitit-Burton Aw.— 
Hospitals in the state depending entirely upon 
private funds for construction and improvements 
have made an important contribution to Florida’s 
bed need which has materially brightened the 
hospital picture. Among these are five hospitals 
listed by the Florida Development Commission 
as having a total bed capacity of approximately 
750.2 

The largest of these is the Baptist Memorial 
Hospital in Jacksonville with 310 beds, costing 
approximately $5,000,000, which opened in the 
fall of 1955. Another large hospital in this cate- 
gory is the Holy Cross Hospital in Fort Lauder- 
dale, and other such hospitals in smaller communi- 
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ties are Naples Memorial Hospital in Naples, 
Winter Park Memorial Hospital in Winter Park, 
and The Fish Memorial Hospital in New Smyrna 
Beach. 


While much progress has been made in re- 
cent years by tax-supported and privately owned 
hospitals, with federal aid and without such as- 
sistance, the margin of gain is exceedingly small 
because of Florida’s enormous growth in popu- 
lation and other problems peculiar to the state. 
An urgent need for hospital beds of nearly all 
types continues to exist. Renewed efforts will 
widen the margin of gain each year if all groups 
will endeavor to press forward with enthusiasm 
toward the ultimate goal of adequate hospital 
and medical facilities for all in this great state. 


References 
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Report of Delegates to 
American Medical Association 
1956 Clinical Meeting 


Medical ethics, veterans’ medical care, radio- 
active isotopes, continuance of the A.M.A. in- 
terim session, hospitalization for patients with 
alcoholism and a report of the Committee on 
Medical Practices were among the wide variety 
of subjects acted upon by the House of Delegates 
at the American Medical Association’s Tenth 
Clinical Meeting held Nov. 27-30, 1956, in Seattle. 

Dr. Edward M. Gans of Harlowton, Mont., 
was announced at the opening session on Tuesday 
as the 1956 General Practitioner of the Year. 
The annual award, carrying with it a gold medal 
and a citation, is presented to a family ‘doctor 
selected by a special committee of the Board of 
Trustees for outstanding community service. Dr. 
Gans, who is 80 years old, has practiced medicine 
for 51 years and has been in the Harlowton area 
for the past 44 years. 

Strongly condemning government intervention 
in medicine, Dr. Dwight H. Murray of Napa, 
Calif., A.M.A. President, told the opening session 
that “the medical profession, along with business 
and industry, is caught between those who desire 
to promote sound government programs and those 


who desire even more intensely to perpetuate 
party politics. Unfortunately, in recent years a 
benevolent federal government appears more at- 
tractive to the voting public than the preserva- 
tion of individual freedoms. Medicine must do 


_its utmost to reverse this trend.” 


Total registration at the end of the third day 
of the meeting, with half a day still to go, had 
reached 5,191, including 2,738 practicing physi- 
cians and 2,453 residents, interns, medical stu- 
dents, nurses and guests. 


Medical Ethics 


Subject of greatest interest at Seattle was the 
proposed, 10-section revision of the Principles of 
Medical Ethics originally submitted at the June 
1956 Annual Meeting in Chicago, where final ac- 
tion was deferred until the Seattle session. The 
proposed short version of the Principles was re- 
submitted at this session, with some changes 
based on suggestions received since last June by 
the Council on Constitution and By-Laws. The 
House of Delegates, however, decided to refer the 
matter back to the Council on Constitution and 
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By-Laws for further study.‘and consideration. 
The ‘reference committee report adopted by the 
House included the following statements: 

“Careful consideration was given to the Pre- 
amble and the ten sections of the proposed Prin- 
ciples. The Preamble and seven of the ten sec- 
tions appear to be acceptable in their present 
form. 

“Sections 6 and 7 were not acceptable as pre- 
sented either to the group which appeared at the 
hearing or to your reference committee. 

“Out of the general discussion the reference 
committee received the crystallized opinion that 
at least four areas needed more specific attention 
in Sections 6 and 7. These are: 

(1) Division of fees; 

“(2) The dispensing of drugs and appliances; 

“(3) The corporate practice of medicine; 

“(4) Greater emphasis concerning the rela- 
tionship between physicians and patients. 

“Tn addition, the reference committee felt that 
the wording in Section 10 could be improved if 
amended to read as follows: 

“<The responsibilities of the physician ex- 
tend not only to the individual but also to 
society and deserve his interest and partici- 
pation in activities which have as their objec- 
tive the improvement of the health and wel- 
fare of the individual and the community.’ 
“In view of the above your reference commit- 

tee believes that the proposed Principles of Medi- 
cal Ethics should be referred back to the Council 
on Constitution and By-Laws for further study 
and consideration of the above stated principles. 

“Tn the short space of time at our disposal and 
in view of the importance of the subject, your 
reference committee did not deem it wise to at- 
tempt to properly phrase these concepts. 

“We would also recommend that if possible 
this study be completed at least six weeks prior 
to the June session and that the new version be 
published in THE JOURNAL in order that all 
interested physicians might have an opportunity 
to comment thereon.” 


Veterans’ Medical Care 


The House revised A.M.A. policy on veterans’ 
medical care by endorsing in principle the follow- 
ing paragraph suggested by the Council on Medi- 
cal Service: 

“With respect to the provision: of medical care 
and hospitalization .benefits for veterans in Vet- 
erans Administration and other federal hospitals 
that new legislation be enacted limiting such care 
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to veterans with peacetime or wartime service 
whose disabilities or diseases are service-incurred 
or aggravated.” 

This action eliminates the temporary excep- 
tions which were made in the June 1953 policy 
regarding wartime veterans who are unable to 
defray the expenses of necessary hospitalization 
for non-service-connected cases of tuberculosis or 
psychiatric or neurologic disorders. In making 
the policy change, the House approved this sup- 
plementary statement: 

“We recognize the laws and administrative 
extensions of the law that are now in operation. 
We feel that under the circumstances it will be 
to the best interests of the public in general, and 
veterans in particular, if medical societies, county 
and state as well as national, develop commit- 
tees to assist in guaranteeing VA hospital admis- 
sion to service-connected cases. While the present 
law exists, we should help assure that veterans 
whose illness constitutes economic disaster will not 
be displaced by those suffering short-term remedi- 
able ills which, at the worst, constitute financial 
inconvenience.” 

In another action concerning veterans, the 
House passed two resolutions condemning as un- 
lawful the practice of Veterans Administration 
hospitals which admit patients who are covered 
by workman’s compensation insurance or by pri- 
vate health insurance and which render bills for 
the cost of their care. Both resolutions requested 
the A.M.A. to take action to bring about a dis- 
continuance of such practices by VA hospitals, 
and one of them instructed the Association Sec- 
retary to obtain from each state testimony or 
records of each known case that violates VA Reg. 
6047-D1. 


Radioactive Isotopes 


The House rescinded the June 1951 action, 
which limited the hospital use of radium and 
radioactive isotopes to board-certified radiologists, 
by approving a new policy statement which says: 

“(1) In any hospital in which a patient is to 
receive radium or the products of radium or arti- 
ficially produced isotopes, there should be a duly 
appointed Committee on Radium and Artificially 
Produced Radioisotopes of the hospital profes- 
sional staff. This committee should include, but 
not necessarily be limited to, the following quali- 
fied physicians: a radiologist, a surgeon, an in- 
ternist, a gynecologist, a urologist and a path- 
ologist. This committee should have available 
such competent consultation of other physicians 
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and scientific personnel as may be required by it. 
Where this is not practicable, the hospital staff 
should consult the nearest Committee on Radium 
and Artificially Produced Radioisotopes. 

“(2) In any hospital, the use of radium or 
its products and artificially produced radioactive 
isotopes for diagnostic or therapeutic purposes 
shall be restricted to qualified physicians so 
judged by the Committee on Radium and Arti- 
ficially Produced Radioisotopes of the professional 
staff to be adequately trained and competent in 
their particular use. 

“(3) It is recommended that procurement, 
storage, dosimetry control and inventory of all 
radioactive isotopes for the use of the hospital 
staff and radiological safety control be central- 
ized, and, where administratively possible, cen- 
tralization be located in the Department of 
Radiology. 

“(4) It is recommended that the Board of 
Trustees assign to the appropriate council or 
committee the continuous study of the problems 
of radiological safety control in the use of radium 
and its products and artificially produced radio- 
active isotopes for diagnostic or therapeutic pur- 
poses.” 


Clinical Meetings 


Rejecting a resolution which recommended 
discontinuance of the interim sessions, or clinical 
meetings, the House adopted a reference com- 
mittee report which said: 

“We believe that the interim sessions should 
be continued because of the public relations value 
of these meetings to the Association and the edu- 


cational value to physicians and the general pub- . 


lic in the various geographical areas involved. 

“Tt is the suggestion of the reference commit- 
tee that maximum attention be given to these 
potential benefits in selecting a city for the in- 
terim meeting. 

“Tt is our further recommendation that the 
Board of Trustees consider the advisability of 
holding an Interim Meeting of the House of 
Delegates in Chicago each November or Decem- 
ber and an Interim Scientific Session in Novem- 
ber or December of each year in different parts 
of the United States. The reference committee 
suggests that the views of the Board of Trustees 
in this regard be reported to the House of Dele- 
gates next June.” 


Hospitalization for Alcoholics 


To implement educational approaches to the 


problem of alcoholism, the House approved a 
statement submitted through the Board of Trus- 
tees by the Council on Mental Health and its 
Committee on Alcoholism. The House also rec- 
ommended that the statement be brought to the 
attention of the Council on Medical Education 
and Hospitals, the Joint Commission on Accred- 
itation of Hospitals and the American Hospital 
Association. It includes the following: 

“The Council on Mental Health urges hos- 
pital administrators and the staffs of hospitals to 
look upon alcoholism as a medical problem and 
to admit patients who are alcoholics to their hos- 
pitals for treatment, such admission to be made 
after due examination, investigation and consid- 
eration of the individual patient. Chronic alco- 
holism should not be considered as an illness 
which bars admission to a hospital, but rather as 
qualification for admission when the patient re- 
quests such admission and is cooperative, and the 
attending physician’s opinion and that of hospital 
personnel should be considered. The chronic al- 
coholic in an acute phase can be, and often is, 
a medical emergency.” 


Committee on Medical Practices 


In approving a progress report of the Com- 
mittee on Medical Practices, the House amended 
one of its directives to read as follows in order to 
remove any legal objectives: 

“The A.M.A. representatives on the Joint 
Commission on Accreditation of Hospitals be in- 
structed to stimulate action by that body leading 
to the warning, provisional accreditation, or re- 
moval of accreditation of community or general 
hospitals which exclude or arbitrarily restrict hos- 
pital privileges for generalists as a class regardless 
of their individual professional competence where 
such policies adversely affect the quality of pa- 
tient care rendered. Any action taken should be 
only after appeal to the Commission by the 
county medical society concerned.” 

The House also approved a recommendation 
by the Committee on Medical Practices that a 
study group be formed to consider the best back- 
ground preparations for general practice, and it 
urged that such action be implemented as soon 
as practicable. 


Miscellaneous Actions 


Among many other actions on a wide variety 
of subjects, the House of Delegates also: 
Urged the widest possible publication and 
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distribution of Dr. Murray’s presidential address 
at the opening session; 

Pledged the full support of the Association’s 
initiative and energy to President Eisenhower’s 
people-to-people program as a means of promot- 
ing understanding, peace and progress; 

Directed the Board of Trustees to continue its 
investigation of the practicability of developing a 
statement of A.M.A. policies and to arrange for 
the periodic publication of revised versions of 
such a policy statement; 

Commended the objectives of the American 
Association of Medical Assistants and its sincere 
desire to work closely with the medical profes- 
sion in improving medical service and medical 
public relations; 

Noted with pride the good work being done 
by the 74,348 members of the Woman’s Auxiliary, 
as reported to the House by Mrs. Robert Fland- 
ers, President; 

Directed the Councils on Pharmacy and 
Chemistry and on Foods and Nutrition to con- 
duct a joint study of all presently available in- 
formation concerning the fluoridation of public wa- 
ter supplies and to present a documented report of 
findings and recommendations at the December 
1957 meeting; 

Urged all physicians to participate actively in 
the formulation of medical policy for prepaid 
medical care plans which are under physician 
direction or sponsorship; 

Changed the By-laws to extend service mem- 
bership to reserve officers on extended active duty 
with the defense forces and the U. S. Public 
Health Service; 

Changed the By-laws relating to transfer of 
membership so that an active or associate mem- 
ber of the Association who moves his practice to 
another jurisdiction may continue his A.M.A. 
membership by applying for membership in the 
constituent association in his new jurisdiction, 
subject to a two year limit on approval of his 
application : 

Changed the By-laws so that the election of 
officers may take place at any time on the fourth 
day of the annual session, instead of being re- 
stricted to the afternoon of that day; 

Passed a resolution calling for the American 
Medical Association to join with the American 
Hospital Association and the American Institute 
of Architects in their proposed study of hospital 
design and construction; 

Approved the principle of a voluntary reduc- 
tion in the self-assigned quota of interns as 
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printed in the 1956 handbook of the National 
Intern Matching Program, and 

Instructed the Board of Trustees to accen- 
tuate cooperation between the American Medical 
Association and the American Bar Association to 
the end that a bill of the Jenkins-Keogh type be 
enacted at the next session of the Congress. 


Opening Session 


At the Tuesday opening session Dr. Murray, 
on behalf of the American Medical Association, 
presented a special citation to Ciba Pharmaceu- 
tical Products, Inc., for “the service it has per- 
formed to the medical profession and to the nation 
through its weekly television series, ‘Medical 
Horizons’.” At the same session the American 
Medical Association and four of its constituent 
societies—California, Arizona, Utah and New 
Jersey—contributed nearly $300,000 to the Ameri- 
can Medical Education Foundation for aid to the 
nation’s medical schools. The A.M.A. announced 
another gift of $125,000, bringing this year’s total 
contribution to $343,000. The amounts presented 
by the four states were: California, $132,981; 
New Jersey, $25,000; Utah, $11,870, and Ari- 
zona, $3,695. 

Respectfully submitted, 
Louis M. Orr, M.D. 
Reuben B. Chrisman Jr., M.D. 
Francis T. Holland, M.D. 


Mediclinics Postgraduate 
Refresher Course 


Fort Lauderdale, March 4-14, 1957 


Mediclinics of Minnesota will present the 
second annual postgraduate refresher course at 
Fort Lauderdale, beginning on March 4 and con- 
tinuing through March 14. This course is de- 
signed primarily for the general practitioner and 
will be conducted from 8 to 12 daily throughout 
the 10 day period. It is sponsored by the Florida 
Academy of Genéral Practice. The American 
Academy of General Practice has certified the 
course for 32 hours of formal postgraduate study, 
Category I, for the Academy members who at- 
tend. 

The 32 hours of lectures and panels cover 
varied subjects in the several fields of medicine. 
This diversified program will be presented by an 
able faculty, including Harold F. Buchstein, 
M.D., Neurosurgery; Thomas P. Cook, B:S.; 
Harry B. Hall, M.D., Orthopedics; Arthur C. 
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Kerkhof, M.D., Internal Medicine; Francis W. 
Lynch, M.D., Dermatology; Ames W. Naslund, 
M.D., Roentgenology; O. L. Norman Nelson, 
M.D., Internal Medicine; Owen F. Robbins, 
M.D., Obstetrics and Gynecology: Albert V. 
Stoesser, M.D., Pediatrics; Robert J. Tenner, 
M.D., Proctology; Richard L. Varco, M.D., Sur- 
gery; and Edgar A. Webb, M.D., Urology. All 
are members of the faculty of the University of 
Minnesota Medical School. 
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Registration is limited to 300 in order to pre- 
serve an informal and intimate atmosphere in 
the lecture room. The limited enrolment and 
the time of the meeting at the height of the tour- 
ist season make it particularly important that 
reservations be made early. Send requests for 
an application to W. J. Glenn, M.D., 1106 East 
Broward Boulevard, Fort Lauderdale. Dr. Glenn 
is chairman of the education committee of the 
Florida Academy of General Practice and is in 
charge of arrangements for the meeting. 





Medical District Meetings, 1956 


The Seventeenth Annual Medical District 
Meetings were held October 30 at Tallahassee, 
October 31 at Ocala, November 1 at Tampa and 
November 2 at West Palm Beach. Total regis- 
tration for the four sessions was 357 members of 
the Florida Medical Association and 46 visitors. 

The medical and surgical treatment of re- 
gional ileitis and colitis were the scientific sub- 
jects discussed at each of the meetings. The 
program was arranged by Dr. Herschel G. Cole, 
of Tampa, chairman of the Council of the As- 
sociation, with the assistance of the district 
councilors. 

Drs. Fred A. Butler and Earl E. Wilkison, of 
Tallahassee, were scientific speakers for the meet- 
ing in Tallahassee. At Ocala, Dr. Fred Mathers, 
of Orlando, and Dr. C. Burling Roesch, of Jack- 
sonville, were principal speakers. Dr. John R. 
Neefe, of St. Petersburg, and Dr. Edmund P. 
Kelley, of Sarasota, addressed the scientific assem- 
bly at Tampa, and Dr. Donald F. Marion, of 


Miami, and Dr. Charles McD. Harris, of West. 


Palm Beach, the one at West Palm Beach. 

Among the prominent guests at each meeting 
were Dr. George T. Harrell Jr., Dean of the Col- 
lege of Medicine at the University of Florida, 
and Dr. Homer F. Marsh, Dean of the School 
of Medicine, University of Miami. 

Dr. Cole presided at both the scientific as- 
sembly and the general session of each of the 
four meetings. Assisting him were the district 
councilors. 

At each general session, Dr. John D. Milton, 
of Miami, Immediate Past President of the As- 
sociation, discussed the “Proposed Program for 
Medical Care for Dependents of the Uniformed 
Services in Florida.” 

Dr. Francis H. Langley, President; Dr. Wil- 
liam C. Roberts, President-Elect, and Dr. Samuel 


M. Day, Secretary-Treasurer, were present at 
all the meetings and gave short talks. Dr. Shaler 
Richardson, Editor of The Journal, reported on 
progress of The Journal at the meeting in Talla- 
hassee. 
Northwest Medical District 
October 30—Tallahassee 

Dr. Cole presided at the meeting and was 
assisted during the scientific assembly by Dr. 
Walter J. Baker, councilor for District 2, and at 
the general session by Dr. Alpheus T. Kennedy, 
councilor for District 1. 

Dr. Robert H. Mickler, president of the Leon- 
Gadsden-Liberty-Wakulla-Jefferson County Med- 
ical Society, delivered the address of welcome. 
Following Dr. Mickler’s address, Dr. Fred A. 
Butler discussed “Problems in the Diagnosis and 
Medical Treatment of Regional Ileitis and Col- 
litis,” and Dr. Earl E. Wilkison ‘Problems in 
the Diagnosis and Surgical Treatment of Reg- 
ional Ileitis and Colitis.” 

The 1957 meeting will be held in Panama 
City. Total registration was 82, of which 68 were 
Association members and 14 visitors. Among 
those attending were past presidents Dr. Shaler 
Richardson, Dr. John D. Milton, Dr. Herbert L. 
Bryans and Dr. Julius C. Davis. 


Registration 


BLOUNTSTOWN: Grayson C. Snyder. BRAN- 
FORD: Edward G. Haskell Jr. CHATTAHOOCHEE: 
Irving T. Clark, William D. Rogers. CRAWFORD- 
VILLE: Thomas D. Head. FOLEY: Walter J. Baker. 
FORT WALTON BEACH: Frederic E. Caldwell. 
GAINESVILLE: George T. Harrell Jr. HAVANA: 
James W. Sapp. JACKSONVILLE: Samuel M. Day, 
Edward Jelks, James G. Lyerly Sr., James G. Lyerly Jr.. 
Nelson A. Murray, Lorenzo L. Parks, Shaler Richardson 
LIVE OAK: James A. Horton. MADISON: Wilmer J. 
Coggins, Wallace E. Winter. MARIANNA: James T 
Cook Jr., Albert E. McQuagge, William R. Wandeck, 
Francis M. Watson. MIAMI: John D. Milton. PAN- 
AMA CITY: J. Powell Adams, William C. Fontaine, 


(Continued on page 698) 
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Joseph H. Morris, William C. Roberts, C. W. Shackel- 
ford, Harold E. Wager. PENSACOLA: Bernard M. Bar- 
rett, Herbert L. Bryans, Alpheus T. Kennedy, Wendell 
J. Newcomb, Gretchen V. Squires. QUINCY: Julius C. 
Davis, Taylor W. Griffin, George H. Massey. ST. 
PETERSBURG: Francis H. Langley. TALLAHASSEE: 
Frank E. All, Russell L. Anderson (Col.), Wilmoth H. 
Baker (Col.), Thomas J. Bixler, Fred A. Butler, Paul J. 
Coughlin, Laurie L. Dozier, George H. Garmany, Francis 
T. Holland, Charles F. James Jr., J. Elizabeth Jeffress, 
Odis G. Kendrick Sr., Odis G. Kendrick Jr., Clarence W. 
Ketchum, Nelson H. Kraeft, John L. Lincoln, Lillie O. 
Linton, George H. McCain, David J. McCulloch, Robert 
H. Mickler, George S. Palmer, Bricey M. Rhodes, Naomi 
T. Stinger, Frederick B. Thigpen, Robert N. Webster, 
Wm. E. Westcott, Benjamin A. Wilkinson, Earl E. 
Wilkison. TAMPA: Herschel G. Cole. 

VISITING DOCTORS—CHATTAHOOCHEE: Lind- 
sey D. Campbell. PANAMA CITY: Henry C. Small- 
wood. TALLAHASSEE: James K. Conn, I. Barnett 
— George N. Lewis, S. A. Shaffer, Francis H. 

att. 

OTHER GUESTS—ATLANTA: Leyton B. Hunter. 
CORAL GABLES: Homer F. Marsh, Ph.D. JACKSON- 
VILLE: Robert G. Carter, Ernest R. Gibson, Eugene 
L. Nixon, W. Harold Parham, H. A. Schroder. 


Northeast Medical District 
October 31—Ocala 


Assisting Dr. Cole as presiding officers for 
the meeting were Dr. Charles L. Park Sr., coun- 
cilor for District 4, during the scientific assembly, 
and Dr. Leo M. Wachtel Jr., councilor for Dis- 
trict 3, at the general session. 

Following the address of welcome by Dr. 
William J. McGovern, president of the Marion 
County Medical Society, Dr. Fred Mathers dis- 
cussed “Problems in the Diagnosis and Medical 
Treatment of Regional Ileitis and Colitis,” and 
Dr. C. Burling Roesch “Problems in the Diag- 
nosis and Surgical Treatment of Regional Ileitis 
and Colitis.” 

A feature of the general session was the ad- 
dress by the Hon. Charles E. Bennett, Congress- 
man from the Second District, who discussed 
“Recent National Health Legislation.” 

The 1957 meeting is to be held at Orlando, 
according to decision reached during the general 
session. Total registration was 103, of which 92 
were Association members and 11 visitors. Past 
presidents attending were Dr. Edward Jelks, Dr. 
Frederick J. Waas, Dr. John D. Milton, Dr. Eu- 
gene G. Peek Sr. and Dr. Duncan T. McEwan. 


Registration 


BROOKSVILLE: George R. Creekmore. COCOA: Lee 
Rogers Jr., A. F. Thomas. DAYTONA BEACH: John J. 
Cheleden, C. Robert DeArmas, Herbert A. King. De- 
LAND: William R. Hutchinson. EUSTIS: Thomas E. 
Langley. GAINESVILLE: Edwin H. Andrews, Henry 
J. Babers Jr., F. Emory Bell, Billy Brashear, Edward 
G. Byrne, Alva T. Cobb Jr., Allen Y. DeLaney, J. 
Maxey Dell Jr., George L. Emmel, Raymond J. Fitz- 
patrick, George T. Harrell Jr., Albert G. Love IV, John 
E. Maines Jr., Walter E. Murphree, George H. Putnam, 
Glenn O. Summerlin. HOLLY HILL: Frank A. Sica. 
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JACKSONVILLE: Frederick H. Bowen, Charles W. 
Boyd, Howard C. Chandler, James E. Cousar III, James 
M. Davis, Samuel M. Day, Joel Fleet, Ivan Isaacs, Ed- 
ward Jelks, Elmer E. Leitner, James G. Lyerly Sr., 
James G. Lyerly Jr., Charles F. McCrory, Nelson A. 
Murray, Lorenzo L. Parks, C. Burling Roesch, William 
A. Van Nortwick, Frederick J. Waas, Leo M. Wachtel 
Jr., Edward C. Watt, Donald P. White Jr., Ashbel C. 
Williams. LEESBURG: George E. Engelhard, Marion B. 
O’Kelley. MIAMI: John D. Milton. MOUNT DORA: 
J. Basil Hall, Fred A. Vincenti. OCALA: William H. 
Anderson, Hugh H. Barfield, Luther A. Brendle, Richard 
C. Cumming, T. Hartley Davis, Bertrand F. Drake, 
Harry S. Gibboney Jr., Robert L. Gibson, Henry L. Har- 
rell, Nathaniel H. Jones (Col.), William J. McGovern, 
John P. Moore, Eugene G. Peek Sr., Eugene G. Peek Jr., 
Samual A. M. Shashy, Thos. H. Wallis, Herbert M. Webb 
Jr., Earl E. Yantis. ORLANDO: Frank C. Bone, Thomas 
C. Butt, J. Rocher Chappell, Chas. J. Collins, Lawrence 
H. Kingsbury, Harold W. Johnston, Duncan T. McEwan, 
Fred Mathers, Roger E. Phillips, Louis E. Pohlman, 
Frank J. Pyle, Charles R. Sias, Alfred S. Stevenson, An- 
drew W. Townes Jr., Robert E. Zellner. PANAMA 
CITY: William C. Roberts. ST. PETERSBURG: 
Francis H. Langley. SANFORD: Terry Bird, J. Clifford 
Boyce. TAMPA: Herschel G. Cole. WILLISTON: 
James Weres. WINTER PARK: Warren A. Brooks. 

VISITING DOCTORS: ALACHUA: Jesse A. Goode. 
JACKSONVILLE: James W. Bond. RAIFORD: Chas. 
W. Bush. 

OTHER GUESTS—ATLANTA: Leyton B. Hunter. 
CORAL GABLES: Homer F. Marsh, Ph.D. JACKSON- 
VILLE: Charles E. Bennett, Robert G., Carter, Ernest 
R. Gibson, Eugene L. Nixon, W. Harold Parham, 
H. A. Schroder. 


Southwest Medical District 


November 1—Tampa 


During the scientific assembly, Dr. Cole was 
assisted as presiding officer by Dr. C. Frank 
Chunn, councilor for District 5, and at the gen- 
eral session by Dr. Gordon H. McSwain, coun- 
cilor for District 6. 

Dr. James N. Patterson, president of the 
Hillsborough County Medical Association, de- 
livered the address of welcome, and scientific 
speakers were Dr. John R. Neefe who discussed 
“Problems in the Diagnosis and Medical Treat- 
ment of Regional Ileitis and Colitis” and Dr. Ed- 
mund P. Kelley whose subject was “Problems in 
the Diagnosis and Surgical Treatment of Regional 
Ileitis and Colitis.” 

At the general session, Clearwater was se- 
lected as the meeting place for 1957. Total regis- 
tration was 143, of which 127 were Association 
members and 16 visitors. Among those registered 
were past presidents Dr. Edward Jelks, Dr. David 
R. Murphy Jr. and Dr. William M. Rowlett. 


Registration 


ARCADIA: Gordon H. McSwain. BARTOW: Alfred 
S. Massam. BRADENTON: Eugene E. Biel, Joseph B. 
Ganey, Joseph A. Gibson, Willis W. Harris, Richard V. 
Meaney, Millard P. Quillian, Henry E. Rasmussen-Taxdal, 
William D. Sugg. BROOKSVILLE: S. Carnes Harvard. 
CLEARWATER: Douglas W. Carr, James V. Freeman, 
James B. Leonard, William G. Mason, Sherman H. Pace. 
DADE CITY: W. Wardlaw Jones, John S. Williams. 
DUNEDIN: John A. Mease Jr., James F. Spindler, Wal- 
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ter H. Winchester. FORT MYERS: H. Quillian Jones, 
John S. Stewart. GAINESVILLE: George T. Harrell 
Jr. JACKSONVILLE: Samuel M. Day, Edward Jelks, 
Lorenzo L. Parks. LAKELAND: Robert M. Akey, Jere 
W. Annis, James R. Boulware Jr., Marion W. Hester, 
James T. Shelden, James R. West, Everett S. King. 
LAKE WALES: Willard E. Manry Jr. LUTZ: Augustine 
S. Weekley. PLANT CITY: Richard M. Kafka, Madi- 
son R. Pope, Alex F. Sanchez. PUNTA GORDA: Roscoe 
S. Maxwell. ST. PETERSBURG: Clyde O. Anderson, 
David K. Davis, Earl R. Fox, N. Worth Gable, Henry 
J. Jensen, Norval M. Marr Jr., John B. O’Neill, Robert 
B. Mertz, John R. Neefe, John P. Rowell. SARASOTA: 
John M. Butcher, Joseph Halton, Edmund P. Kelley, 
Sherrel D. Patton, Hugh G. Reaves, Karl R. Rolls, Harry 
O. Specht, Henry J. Vomacka, Samuel R. Warson. 
TAMPA: Samuel H. Adams, Chadbourne A. Andrews, 
Efrain C. Azmitia, Collin F. Baker Jr., Ernest R. Bour- 
kard, C. MacKenzie Brown, J. Robert Campbell, Eugene 
F. Carter Sr., Charles Catanzaro, Frank V. Chappell, C. 
Frank Chunn, Robert H. Coffer Jr., Herschel G. Cole, 
Philip G. Creese, Marvin L. Cullen, Rosalind E. Cum- 
mings, Joshua C. Dickinson, Robert H. Douglas, R. 
Renfro Duke, Wm. P. Duncan, Celestino G. Fernandez, 
Louis J. Garcia, Eugene S. Gilmer Sr., Leo C. Gonzalez, 
Kenneth G. Gould, Charles McC. Gray, H. Phillip Hamp- 
ton, Samuel G. Hibbs, Richard S. Hodes, A.M.C. Jobson, 
Oscar A. Juarez, Warren T. Loftis Jr., Blackburn W. 
Lowry, Paul J. McCloskey, Myron L. McEachern, 
Thomas E. McKell, Eugene B. Maxwell, Richard J. 
Miller Jr., David R. Murphey Jr., Robert G. Nelson, 
Robert H. Owrey, Hugh E. Parsons, Julien C. Pate Sr., 
Julien C. Pate Jr., James N. Patterson, Anthony P. 
Perzia, Lee T. Rector, William M. Rowlett, Mauricio 
Rubio, Zack Russ, Edward F. Shaver, Marshall E. Smith, 
Mason C. Smith, Louis A. Spicola, Alan J. Stevenson, 
Alvord L. Stone, Joseph W. Taylor Sr., Joseph W. Taylor 
Jr., Ralph S. Torbett, Joseph N. Torretta, William W. 
Trice Jr., Mason Trupp, Morris Waisman, Frances C. 
Wilson, Wesley W. Wilson, Robert W. Withers, Dillard 
B. York Jr. WINTER HAVEN: Chester L. Nayfield. 

VISITING DOCTORS—CLEARWATER: James P. 
Burns Jr., Daniel B. Lowrey. TAMPA: Eugene J. Cor- 
nett, James J. Crumbley Jr., Arturo G. Gonzalez, Charles 
H. Lasley, Helen K. Miller, John T. Wright. ST. 
PETERSBURG: Howard L. Reese. 

OTHER GUESTS—ATLANTA: Leyton B. Hunter. 
CORAL GABLES: Homer F. Marsh, Ph.D. JACKSON- 
VILLE: Robert G. Carter, Ernest R. Gibson, Eugene 
L. Nixon, W. Harold Parham, H. A. Schroder. 


Southeast Medical District 


November 2—West Palm Beach 


Presiding with Dr. Cole were Dr. Ralph S. 
Sappenfield, councilor for District 8, during the 
scientific assembly, and Dr. Ralph M. Overstreet 
Jr., councilor for District 7, during the general 
session. 

Dr. Walter R. Newbern, president of the 
Palm Beach County Medical Society, delivered 
the address of welcome, and following Dr. New- 
bern, Dr. Donald F. Marion discussed ‘Problems 
in the Diagnosis and Medical Treatment of 
Regional Ileitis and Colitis.”” The other scientific 
speaker was Dr. Charles McD. Harris Jr., who 
discussed “Problems in the Diagnosis and Sur- 
gical Treatment of Regional Ileitis and Colitis.” 

The 1957 meeting is to be held at Fort Pierce. 
Total registration was 75, of which 62 were As- 
sociation members and 13 visitors. Among those 
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registered were past presidents Dr. John D. Mil- 
ton and Dr. Frederick K. Herpel. 


Registration 


CORAL GABLES: Jack Q. Cleveland. DANIA: Fred 
E. Brammer. DELRAY BEACH: Graham W. King Jr. 
FT. LAUDERDALE: Garland M. Johnson. FORT 
PIERCE: Alfred J. Cornille, John T. McDermid, Richard 
F. Sinnott, Maltby F. Watkins. GAINESVILLE: George 
T. Harrell Jr. HOLLYWOOD: John H. Mickley, Louis 
J. Novak. JACKSONVILLE: Samuel M. Day, Lorenzo 
L. Parks. LAKE WORTH: Richard F. Kidder, Arthur 
T. Rask, Edward W. Wood. MELBOURNE: Jack T. 
Bechtel. MIAMI: Bernard Abel, L. Washington Dow- 
len, M. Jay Flipse, Forrest H. Foreman, Donald F. 
Marion, John D. Milton, Kenneth Phillips, Walter W. 
Sackett Jr., Herbert W. Virgin Jr. PALM BEACH: 
Robert M. Alexander, Fred E. Manulis, William H. Proc- 
tor, Herman G. Rose, Bailey B. Sory Jr., James R. Sory. 
PANAMA CITY: William C. Roberts. RIVIERA 
BEACH: Robert Y. Wheelihan. ROCKLEDGE: James 
R. Doty. ST. AUGUSTINE: Reddin Britt. ST. 
PETERSBURG: Francis H. Langley. TAMPA: Her- 
schel G. Cole. VERO BEACH: Erasmus B. Hardee. 
WEST PALM BEACH: Willard F. Ande, James R. 
Anderson, Robert V. Artola, Horace D. Atkinson, John 
M. Baber, Herman Baxt, Harry E. Bierley, Edwin W. 
Brown, Coleman G. Buford, Victor Clarholm, James F. 
Cooney, Theodore F. Gerson, Charles McD. Harris, Fred- 
erick K. Herpel, Oliver L. Jones, Walter R. Newbern, 
Ralph M. Overstreet Jr., Cecil M. Peek, Raymond R. 
Preefer, Atwell B. Pride (Col.), Daniel H. Rowe, Murray 
D. Sigman, Joseph R. Skyer. 

VISITING DOCTORS—LAKE WORTH: Calvin M. 
Cerrato, Samuel S. Wright. PALM BEACH: R. C. 
Schilling, John van Boven III. RIVIERA BEACH: F. 
Kevin O’Brien, Richard Q. Penick. WEST PALM 
BEACH: Joseph C. Doane, Cabell Young Jr. 

OTHER GUESTS—ATLANTA: Leyton B. Hunter. 
CORAL GABLES: Homer F. Marsh, Ph.D. JACKSON- 
VILLE: Eugene L. Nixon, W. Harold Parham. WEST 
PALM BEACH: John F. Wymer Jr. 





OTHERS ARE SAYING 











President’s Message 


At our last County Medical Society Meeting 
we received the report of our F. M. A. delegates. 
This and the subsequent question-answer period 
induced me to write the following brief comments 
on the purpose and “nportance of medical society 
structure at all levels—county, state and national. 

The obvious purpose of a medical society is 
to transact the business and solve the problems 
of physicians as a group, in the most effective 
manner. It is still our belief that this is best ac- 
complished on a democratic basis. For this reason, 
Medical Society organization is patterned after 
the principles on which our federal, state, and 
local government is founded. 

Functioning in this way the Society offers 
every member an opportunity to have a voice in 
all actions of the group. Officers are elected 
by majority vote. Any member may be nomi- 
ated for office. Delegates to the State Society 
are similarly elected for a three year term, and 


-—-<*¢ Sete of 6 Oem ae es eee 


- 














700 





Votume XLIII 


CLASSIFIED NuMBER 7 


they in turn elect delegates to the National society 


as 


well as the state officers. I shall elaborate 


briefly on their functions a little later. 


New business can be brought up for consid- 


eration of the County Society at any time by any 
member. Such business can be introduced from 


the 


floor, but action is expedited by presenting it 


as a letter or committee report. All such bus- 
iness properly should be referred to a committee 


for 


study. This may be done either through an 


appropriate standing committee, or one specially 
appointed for the business at hand. After such 
study the business is returned to the society as a 
recommendation or resolution. Action is then 
taken by the society as a whole. 


Should the business introduced be a matter 


requiring state or national action, it is the function 
of our delegates to properly introduce it at the 
state level. They can do this only after our local 
society has passed a resolution by vote and in- 
structed the delegates to proceed. It does no 
good, therefore, for the member who attends one 
or two meetings a year, to complain that one of 


his 


particular interests has not been given atten- 


tion. Each member has an obligation to his society. 
If he is interested in having something done, he 
should help work for it. The delegates, officers, 


and 
are 


committee chairmen can not do it all. If they 
lax, it is the responsibility of the members to 


do some prodding—but do it constructively, not 
in the spirit of criticism. 


this 


In closing let me mention the other facet of 
structure. In a democratic system it is highly 


desirable that officers be changed regularly. This I 


feel 


should not apply to our delegates. It requires 


about two to three years for a delegate to the State 
Society to get beyond the “Babe in the Woods” 
stage. After that period he becomes much more 
useful to us. It would seem advisable, then, for a 
delegate to be reelected for several three year 
terms, unless he is failing to give us adequate rep- 
resentation. In addition, it would be wise to elect 


and 


groom alternates to take over when it becomes 


necessary or expedient to terminate a delegate. In 


this 
clea 
the 

size 


fashion, and by giving our delegates sound, 
r instructions as to our desires, we can achieve 
status that a community and society of our 
deserve. 

Eugene D. Liddy, M.D. 

—The Bulletin, 
Sarasota County Medical Society 
July, 1956 





CLASSIFIED 
Advertising rates for this column are $5.00 per 
insertion for ads of 25 words or less. Add 20c for 
each additional word. 





MEDICAL OFFICE FOR LEASE: New Medical- 
Dental Arts Building. Air conditioned. Large wait- 
ing rooms. Very reasonable lease for the right medi- 
cal doctors. Write H. W. Tustison, D.D.S., 1000 S. 
Federal Highway, Fort Lauderdale, Fila. 





WANTED: Physician with Florida license. In- 
terest in Physical Medicine and Geriatrics. State 
qualifications in writing. The Miami-Battle Creek, 
Miami Springs, Fla. 





FOR SALE OR LEASE: Physician’s office with 
good practice. Long established in growing Florida 
East Coast city. Prefer Southerner interested in gen- 
eral practice. Wonderful opportunity. Write 69-200, 
P.O. Box 2411, Jacksonville, Fla. 





WANTED: Internist, Pediatrician or General 
Practitioner to fill vacancy in South Central Florida 
in association with surgeon. Unusual opportunity to 
get quickly established without great expense. Write 
for appointment for interview. Write 69-197, P.O. 
Box 2411, Jacksonville, Fla. 


PHYSICIAN WANTED: General Practitioner to 
associate with a well established medical clinic in 
Miami area. Basis of percentage, salary or rental. 
Salary open, depending on experience and training. 
Give complete personal and professional data in’ first 
letter. Florida license required. Write 69-206, P. O. 
Box 2411, Jacksonville, Fla. 


FOR LEASE: Suite in new modern air-condi- 
tioned medical building. Reasonable rate. Wonderful 
opportunity. Write A. A. Edwards, 2030 Oak Ter- 
race, Sarasota, Florida. Telephone: Ringling 7-3862. 











INTERNIST: Board eligible. Florida license. Two 
years practice, married, 32 years old. Licensed to use 
radioisotopes. Seeks consultation or hospital type prac- 
tice. Not interested in “family type” housecall prac- 
tice. Protestant, nondrinking, Southerner. Write 69- 
207, P. O. Box 2411, Jacksonville, Fla. 


INTERNIST: Board eligible. Florida license. Uni- 
versity trained. Private practice experience. Interested 
in chest and cardiology. Veteran, age 36. Wishes to 
affiliate with Internist or group. Write 69-208, P. O. 
Box 2411, Jacksonville, Fla. 











WANTED: Association with established doctor. 
Florida license. Experienced in surgery, obstetrics, 
orthopedics and generai, Middle aged; congenial. Write 
69-209, P. O. Box 2411, Jacksonville, Fla. 

















COMPONENT SOCIETY NOTES 





Volusia 

Care of the medically indigent was the princi- 
pal topic for discussion at the November meeting 
of the Volusia County Medical Society. It was 
held in the Princess Issena Hotel. 

Mr. Robert Carter, of Jacksonville, Adminis- 
trative Analyst with the Florida State Board of 
Health, was principal speaker. Dr. Theodore F. 
Hahn Jr., of DeLand, President of the Society, 
presided. 
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NEW MEMBERS 








STATE NEWS ITEMS 











The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Abernathy, Thomas E., Jacksonville 

Allen, Herbert L:, Melbourne 

Atkins, J. Thomas, Jacksonville 

Deen, Duane C., Winter Park 

Gyland, Stephen P. Jr., Jacksonville 

Heffernan, John A., North Miami 

Ivey, John F., Jacksonville 

LoPopolo, Vincent C., Cross City 

Lundell, Edward S., Jacksonville 

Meares, Edward F., Orlando 

Monsour, Faris S. Jr., Jacksonville 

Moss, James K., Jacksonville 

Norris, William B., St. Petersburg 

Noyes, Charles E. Jr., Orlando 

Omainsky, Walter, Eau Gallie 

Reese, Howard L., St. Petersburg 

Snider, Kenneth B., Pensacola 

Suhrer, Julian G. Jr., Jacksonville 

Tippins, H. Keener, Pensacola 





BIRTHS, MARRIAGES AND DEATHS 











Births 


Dr. and Mrs. Leonard Garten, of Jacksonville, an- 
nounce the birth of a son, David Michael, on September 
20, 1956. 

Dr. and Mrs. James M. Davis, of Jacksonville, an- 
nounce the birth of a son, Thomas Palmer, on Septem- 
ber 23, 1956. 

Dr. and Mrs. Emmet F. Ferguson Jr., of Jacksonville, 
announce the birth of a daughter, Joann Ruth, on Sep- 
tember 15, 1956. 

Dr. and Mrs. Benton B. Perry, of Miami, announce 
the birth of a son, Matthew, on October 4, 1956. 

Dr. and Mrs. Herman Cohen, of Miami Beach, an- 
nounce the birth of a daughter, Mona Carole, on Oc- 
tober 8, 1956. 


Marriages 


Dr. Benjamin F. Hart, of Fort Lauderdale, and Miss 
Elizabeth H. Tienken, of Wilmington, N. C., were mar- 
ried October 5, 1956, in Fort Lauderdale. 


Deaths—Members 


Howard, Harvey J., Clearwater.............. November 6, 1956 
Hughes, Ray W., Lake Worth ................... August 29, 1956 


Deaths—Other Doctors 


Kenneth, Milena Anna, North Miami........... June 30, 1956 
Parker, John Henry, Tampa.......................... May 22, 1956 
Ward, Cassius A. (Col.), Jacksonville............ June 22, 1956 
Thorpe, Eugene Davis, Madison.................... May 16, 1956 


Moore, Leland O. W., Washington, D. C.....Aug. 28, 1956 
Maechtle, Everett W., Evanston, IIl.......October 28, 1951 


Laymon, Russell L., Bunnell.................... November 9, 1956 
Schlesinger, Jacob, Hammond, Ind............ March 14, 1956 
Stephenson, Gordon A., Summit, N. J........... May 4, 1956 


Shaw, John S., Jr., Wilmington, Del..... November 21, 1949 
Nash, Harold C., Sudbury, Ontario.................. Nov. 1, 1955 


The eleventh annual University of Florida 
Midwinter Seminar in Ophthalmology and Oto- 
larynogology is being held January 14-19 at 
Miami Beach in the Hotel Seville. On January 
16, the Midwinter Convention of the Florida So- 
ciety of Ophthalmology and Otolaryngology is 
being held in the same hotel. 

Many distinguished ophthalmologists and 
otolaryngologists from throughout the nation are 
on the program for the Seminar. Featured 
speaker on the Society’s scientific program is the 
Surgeon General of the Air Force, Major General 
Dan C. Ogle. 


— 

Dr. John E. Burch of Miami has completed 

a postgraduate course in cerebral palsy held at 
the Columbia Presbyterian Medical Center. 


aw 

Dr. C. Ashley Bird of Jacksonville has re- 

turned from Chicago where he attended the Con- 
gress of Neurological Surgeons. 


Sw 
Dr. David D. Bennett Jr. of Callahan has 


been elected president of the newly organized 
Callahan Chamber of Commerce. 


y 4 

Dr. Sidney Davidson of Lake Worth has 

been reappointed governor for the state of Flor- 

ida of the American Diabetes Association. The 

appointment is for the 1956-57 organizational 
year. 


-— 4 
Drs. W. A. D. Anderson and Carlos P. Lamar 


‘of Miami were among the physicians from Flor- 


ida who attended the two day symposium on 
“Endocrines and Cancer” held in New York 


City. 


Dr. Louis N. Katz, Director of Cardiovascular 
Research at Michael Reese Hospital, Chicago, 
has been visiting the University of Florida Col- 
lege of Medicine as a part of his duties as presi- 
dent-elect of the American Physiological Society. 
While on the campus, he delivered a lecture on 
“Recent Advances in Atherosclerosis” in the au- 
ditorium of the J. Hillis Miller Health Center. 


a 
Drs. John J. Farrell and James F. Gallagher 
of Miami were principal speakers at the recent 
meeting of the Miami Obstetric and Gynecclogic 
Society. 





> 4 
2 ee me ee 


fs we 
SS 
+ “er ate 


sa: 
2 
ve .wr 


73 
_ 
=~ Te 


ery t= ye Te 








702 


Dr. Ralph S. Sappenfield of Miami has been 
chosen president-elect of the American Society 
of Anesthesiology. 


4 
Dr. Clifford E. L. McIntyre of Fort Lauder- 
dale addressed a recent meeting of the Belle 
Glade Woman’s Club. , 


aw 
Drs. William C. Blake and James A. Winslow 
Jr. of Tampa have returned from Nassau where 
they attended the meeting of the American Col- 
lege of Physicians. Dr. Blake is governor for 
Florida of the College. 
aw 
Dr. Douglas G. Scott of Jacksonville Beach 
has been elected lieutenant governor of Kiwanis 
District 3 which includes the northeast section 
of the state. 
aw 
Dr. Samuel E. Kaplan of Venice has returned 
from Chicago where he has been attending the 
Cook County Graduate School of Medicine. 


Sw 
Dr. Fred E. Manulis of Palm Beach attended 
the annual meeting of the American College of 
Gastroenterology held recently in New York City. 
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Dr. Thomas H. Bates of Lake City has been 
honored by the Rotary Club there as one of the 
city’s outstanding citizens. Especial honor was 
paid Dr. Bates in a tribute presented to the Club 
at one of its recent meetings. 


aw 
Drs. James A. Winslow Jr. and Joseph C. 
Flynn of Tampa attended the annual meeting 
and scientific sessions of the American Heart As- 
sociation held at Cincinnati. 


aw 
Dr. Thomas D. Head of Crawfordville dis- 
cussed cancer at a November meeting of the Wo- 
man’s Club of that city. 


aw 
Dr. Ruth W. Rumsey of Miami was the prin- 
cipal speaker at the recent district meeting of the 
American Women’s Medical Association held at 
Fort Lauderdale. 
Sw 
Dr. Charles McD. Harris Jr. of’ West Palm 
Beach has been elected president of the Florida 
Division of the American Cancer Society. Dr. 
Dale E. York of Pensacola has been chosen first 
vice president, and Dr. Joseph J. Zavertnik of 
Miami third vice president. 





Announcing The Twentieth Annual Meeting of 
THE NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 


Conference Headquarters — Municipal Auditorium 
March I1, 12, 13, 14, 1957 


GUEST SPEAKERS 


Emery A. Rovenstein, M.D., New York, N. Y. 


Anesthesiology 

Nelson Paul Anderson, M.D., Los Angeles, Calif. 
Dermatology 

J. Edward Berk, M.D., Detroit, Mich. 
Gastroenterology 

Erle Henriksen, M.D., Los Angeles, Calif. 


Gynecology 

Ovid O. Meyer, M.D., Madison, Wis. 
Internal Medicine 

Irvine H. Page, M.D., Cleveland, Ohio 
Internal Medicine 

Barnes Woodhall, M.D. Durham, N. C. 
Neurosurgery 

John E. Savage, M.D., Baltimore, Md. 
Obstetrics 

C. Dwight Townes, M.D., Louisville, Ky. 
Ophthalmology 


Don King, M.D., San Francisco, Calif. 
Orthopedic Surgery 

Glassell S. Fitz-Hugh, M.D., Charlottesville, Va. 
Otolaryngology 

Malcolm B. Dockerty, M.D., Rochester, Minn. 


Pathology 

Sydney S. Gellis, M.D., Boston, Mass. 
Pediatrics 

Karl Zimmerman, M.D., Pittsburgh, Penna. 
Proctology 

Laurence L. Robbins, M.D., Boston, Mass. 


Radiology 

Danely P. Slaughter, M.D., Chicago, Ill. 
Surgery 

C. Stuart Welch, M.D., Albany, N. Y. 
Surgery 

William L. Valk, M.D., Kansas City, Kan. 
Urology 


LECTURES, SYMPOSIA, CLINICOPATHOLOGIC CONFERENCES, ROUND-TABLE LUNCHEONS, 
MEDICAL MOTION PICTURES, SCIENTIFIC EXHIBITS AND TECHNICAL EXHIBITS. 


(All-inclusive registration fee — $20.00) 


THE POSTCLINICAL TOUR TO THE MEDITERRANEAN AND EUROPE 
Leaving March 16, 1957 from New York 


For information concerning the Assembly meeting and the tour 
write Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 
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DIAGNOSTIC AID 


Reduced Hypermotility with Pro-Banthine® 


Improves Visualization 





Posterior-anterior film: definite hyperper- 
istalsis with poor duodenal visualization.* 


The same anticholinergic action which 

has made Pro-Banthine (brand of pro- 
pantheline bromide) the outstanding 
therapeutic agent in peptic ulcer has also 
proved valuable in diagnosis. 

By controlling the hypermotility, Pro- 
Banthine may permit delineation of a 
lesion otherwise not clearly visualized. 

The technic is simple: If the first set 
of films shows hypermotility but no filling 
defect is demonstrable, reexamination is 





Posterior-anterior film after 15 mg. of Pro- 
Banthine intramuscularly: chronic duode- 
nal ulceration clearly disclosed. 


done a few minutes after intramuscular 


injection of 15 mg. or a half hour after 
oral administration of 30 mg. of Pro- 
Banthine. 

This procedure has the additional ad- 
vantage of demonstrating the patient’s 
response to a given dosage of the drug. 

G. D. Searle & Co., Chicago 80, Illinois, 
Research in the Service of Medicine. 


*Roentgenograms courtesy of I. Richard Schwartz, M.D., 
Kings County Gastrointestinal Clinic, Brooklyn, N-Y. 
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The Fourth Interim Congress of the Pan 
American Association of Ophthalmology is being 
held in New York City April 7-10, 1957. The 
annual meeting of the National Society for the 
Prevention of Blindness is being held jointly with 
the Congress. Headquarters are the Hotel Statler. 


Sw 

Dr. Francis N. Cooke of Miami presented a 

paper entitled “Blood Vessel Replacement Ther- 

apy” at the Third Latin American Congress of 
Angiology held in Havana, Cuba, late in 1956. 


a 

Courses in “Surgery in Acute Trauma” are to 
be conducted April 1-3, 1957, at the Walter Reed 
Army Medical Center, Washington, D.C.; Fitz- 
simmons Army Hospital, Denver, Colo.; Letter- 
man Army Hospital, San Francisco, Calif.; Val- 
ley Forge Army Hospital, Phoenixville, Pa.; Wil- 
liam Beaumont Army Hospital, Tacoma, Wash., 
and Tripler Army Hospital, Hawaii. The course 
is also being conducted May 6-8, 1957, at the 
Brooke Army Medical Center, Fort Sam Houston, 
Texas. Civilian physicians interested in attending 
any of these courses may apply by writing di- 
rectly to the commander of the hospital where 
the course is being conducted. 
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Dr. Richard A. Henry of Brooksville was 
principal speaker at the recent meeting of Dis- 
trict No. 26, Florida State Nurses Association, 
held at Brooksville. His subject was anesthesia. 

Sw 

Dr. Orville L. Barks of Sanford and Dr. J. 
Rocher Chappell of Orlando have returned from 
Chicago where they attended the Medical Civil 
Defense Conference. 

P24 

Dr. T. Vernon Finch of Sarasota and Dr. 
Alfons R. Bacon of Bradenton attended the 
recent meeting of the American College of Obste- 
tricians and Gynecologists held in Chicago. 

Zw 

The 1957 meeting of the Southern Medical 
Association will be held November 11-14 at Mi- 
ami Beach. All scientific activities of the meet- 
ing are to be under one roof, utilizing the facili- 
ties of the Miami Beach Municipal Auditorium. 


4 

Dr. Jack A. Sloane, currently Assistant Chief 

of Urology Service at the Second General Army 
Hospital at Landstuhl, Germany, was recently one 
of the speakers at the Annual European Medical 
and Surgical Conference. The title of his address 
(Continued on page 711) 
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(Continued from page 704) 
was “The Management of Renal Injuries.” Dr. 
Sloane formerly resided at Miami. 
aw 

The International Congress on Circulation is 
being held June 3-7, 1957, in the Royal College 
of Surgeons, London. The range of subjects 
covers every aspect of circulation and the pro- 
gram lists speakers not only from England but 
America, Germany, France, Sweden, Canada and 
Scotland as well. Details are available from Con- 
gress Secretary, 11 Chandos Street, Cavendish 
Square, London, W.I., England. 

aw 

A four day sectional meeting of the American 
College of Surgeons is being held February 4-7, 
1957, in New Orleans at Hotels Roosevelt and 
Jung. The program includes panel discussions, 
symposia, scientific papers, cine clinic films in 
general surgery, and separate programs in the 
specialties of urology, opthalmology, obstetrics- 
gynecology, otolaryngology, thoracic surgery and 
orthopedic surgery. 


OBITUARIES 


Ray W. Hughes 


Dr. Ray W. Hughes of Lake Worth died 
unexpectedly at his ranch near that city on Aug. 
28, 1956. He was 66 years of age. 

Dr. Hughes was born in Augusta, Mich., on 
July 29, 1890. He received his medical training 
in Detroit, where he was awarded the degree of 
Doctor of Medicine by Wayne University Col- 
lege of Medicine in 1918. After spending a year 
as house officer at the Harper Hospital in that 
city, he served with distinction for three years 
in the United States Army during World War I. 

Upon separation from the service in 1919, Dr. 
Hughes was associated for several years with two 
outstanding eye, ear, nose and throat specialists 
in Detroit, Dr. Herman Sanderson and later Dr. 
Harold Wilson. Thereafter, he conducted his own 
practice in ophthalmology and otolaryngology 
in Detroit for over 20 years. In 1945 he was 
licensed to practice in Florida and located in Lake 
Worth, where he had since that time won an en- 
viable place for himself professionally and in pub- 
lic esteem. 

Since 1946 Dr. Hughes had been a member of 
the Palm Beach County Medical Society and the 
Florida Medical Association. He also held mem- 
bership in the American Medical Association, the 
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Monthly Clinical 
Monographs on Current 
Medical Problems 


EXAMPLES OF FORTHCOMING 
MONOGRAPHS: The Purpuras 
(Harrington), Peripheral Arte- 
rial Insufficiency (De Bakey), 
| Electrolyte Disturbances in Con- 
gestive Heart Failure (Seldin), 
Anxiety States (Shands), Head- 
ache (Graham), etc., etc. 









----EDITORIAL BOARD ----- 


i 
! 
; Mark Aisner, M.D., Chairman 
14 Cuar.es H. Burnett, M.D. 
: MAxweEL Fintanp, M.D. 
i Hueu H. Hussey, M.D. 
: Franz J. INGELFiIncEer, M.D. 
! Jack D. Meyers, M.D. 
; Myron Prinzmetat, M.D. 


lemme mmm meee 


1 In but two years, DM has become one 
) of America’s most widely read medical 
periodicals. Readers value its month- 
| after-month devotion to important 
y clinical problems of the day; appreciate 
the top authority of editorial board and 
1 contributors. They welcome the brevity 
A of style; the concentration on clinical 
| facts; the convenience of being able to 
i) carry it in the pocket for comfortable 
reading anywhere. Most subscribers 
| wish to keep DM permanently, there- 
Y fore, sturdy and attractive binders for 
) filing are available. 


} Published Monthly. Only $9.00 a year, 
postpaid. Binder $1.25, postpaid, addi- 
| tional. 


THE YEAR BOOK PUBLISHERS, INC. f) 
200 East Iilinois Street, Chicago 11, lilinois 


(C0 Enter my subscription to DM beginning January 
1957, at annual fee of $9.00, postpaid. 
(0 Also send binder to hold 12 issues, $1.25, postpaid. 








Street 
City. Zene State. 
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Reprint of recent 
in vivo studies a» wi- 
able on request 


On the basis of considerable in vitro 
evidence accumulated over a period of acid therapy is as active—IN TABLET 
seven years, the Council on Pharmacy Form—as the various aluminum hydrox- 
and Chemistry has revised the original ide preparations are in Liguip form: 
ALGLYN monograph acknowledging that 


“Dihydroxy aluminum aminoacetate . . . shares the properties of the alumi- 
num hydroxide gel preparations. Jn vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Algliyn Tablets, 0.5 Gm. dihydroxy Malglyn Compound, cach tablet 
aluminum aminoacetate, are supplied in _ contains dihydroxy aluminum aminoace- 
bottles of 100 (white). Your patients will —_ tate, 0.5 Gm., belladonna alkaloids, 0.162 
welcome the change from liquid antacid mg., phenobarbital, 16.2 mg., per tablet, 
preparations to easy-to-take convenient, bottles of 100 (pink); and as Belglyn, 
lightly-flavored Alglyn Tablets!. 

Also supplied in combination with Gm., belladonna alkaloids, 0.162 mg., per 
spasmolytic and sedative therapy as 
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dihydroxy aluminum aminoacetate 























this most recent form of aluminum ant- 


dihydroxy aluminum aminoacetate, 0.5 


tablet, bottles of 100 (yellow). 






1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
2. Hammarlund, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 
38:586, 1949. 


Braylen PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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Detroit Ophthalmological Society, the Detroit 
Otological and Rhinological Society, and the 
American Academy of Ophthalmology and Oto- 
laryngology. He was certified by the American 
Board of Otolaryngology. 

Surviving are the widow, Mrs. Bertha C. 
Hughes, of Lake Worth, and a son, Charles C. 
Hughes, of Ponca City, Okla. 


John Jett McGuire 

Dr. John Jett McGuire of Pensacola died un- 
expectedly at his home on July 1, 1956. He was 
61 years of age. Interment took place in Mag- 
nolia Cemetery at DeFuniak Springs. 

Dr. McGuire was a native of Florida. He was 
born in DeFuniak Springs on Feb. 4, 1895, and 
attended the public schools of Walton County. 
He received his academic schooling at Virginia 
Military Institute and his medical training at the 
Tulane University School of Medicine, where he 
was awarded the degree of Doctor of Medicine 
in 1919. 

Prior to locating in Pensacola in 1931 as a 
radiologist, he had engaged in the general prac- 
tice of medicine in DeFuniak Springs and, jointly 
with Dr. J. C. McSween, had operated a hospi- 
tal there. He had also practiced for a time in 
Albuquerque, N. Mex. He came to Pensacola 
when the city was without a radiologist and 
rendered the services of his specialty there for a 
quarter of a century. Locally, he was a member 
of the Gadsden Street Methodist Church. 

Dr. McGuire was a member of the Escambia 
County Medical Society. For 30 years he had 
held membership in the Florida Medical Associa- 
tion and was a member of the American Medical 
Association. He was a diplomate of the American 
Board of Radiology, a fellow of the American 
College of Radiology and a member of the Radio- 
logical Society of North America. He was a past 
president of the Florida Radiological Society and 
had also served as its secretary. ; 

Survivors include the widow, Mrs. Beatrice 
L. McGuire, of Pensacola; two daughters, Mrs. 
Harvey L. Broyles, of Harlingen, Texas, and Mrs. 
Peter V. Speek, of Whittier, Calif.; the mother, 
Mrs. E. L. McGuire, of Albuquerque, N. Mex.; 
four sisters, Mrs. Wayland Crisp and Mrs. P. L. 
Boutz, of Albuquerque, Mrs. W. B. Prince, of 
Espanola, N. Mex., and Mrs. Henry Culley, of 
Santa Barbara, Calif.; and four grandchildren. 

(Additional Obituaries may be 
found on page 717) 
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Leonard Hudson Conly 


Dr. Leonard Hudson Conly of Key West died 
at his home of coronary thrombosis on July 11, 
1956. He was 55 years of age. 

Born on Aug. 24, 1900, in Gloverville, N. 
Y., Dr. Conly received his early education in 
the public schools of Brooklyn, N. Y. He attended 
the University of Pennsylvania and received his 
medical degree from the Jefferson Medical College 
of Philadelphia in 1926. After interning at North- 
western Hospital in Philadelphia and at Mary 
Immaculate Hospital in Jamaica, Queens, New 
York, he practiced general medicine and surgery 
in Brooklyn. There he was on the staff of the 
Kings County Hospital, the Hamilton Hospital 
and the Swedish Hospital. 

In 1940, Dr. Conly accepted a position with 
the Veterans Hospital at Fort Howard, Md., as a 
heart specialist. He resigned nine months later 
and came to Florida for a complete rest. At the 
outbreak of World War II, while the ship on 
which he had sailed to Africa as ship’s doctor was 
on the return voyage, it was torpedoed off Cape 
Hatteras, and he spent two days in a lifeboat be- 
fore being rescued. He resumed his practice in 
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Brooklyn and served on a selective service board 
there. For health reasons he soon decided to re- 
turn to Florida permanently. Washington authori- 
ties requested him to move to Key West which 
he did in 1944, and he had since that time en- 
gaged in general practice there. 

Locally, Dr. Conly became the first physician 
to practice at Monroe General Hospital. He was 
a member of many organizations, including the 
Masonic orders, Mahi Temple, and Key West 
Shrine, Royal Order of Jesters, and the Key West 
Yacht Club, Rotary Club and Elks Club. He 
retained membership in the Crescent Club of 
Brooklyn. 

Dr. Conly was a member of the Monroe Coun- 
ty Medical Society, and since 1945 had held mem- 
bership in the Florida Medical Association. He 
was also a member of the American Medical Asso- 
ciation. 

Surviving are the widow, Mrs. Evelyn K. 
Conly; his mother, Mrs. P. M. Conly, of New 
York; two sons, Patrick and Leonard Jr.; two 
daughters, Nancy and Carol; two brothers, Leland 
and Hugh, of New York; and two sisters, Miss 
Ruth Conly, of New York, and Mrs. Eileen Win- 
ter, of London, England. 
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Mrs. BernarD M. Barret1. 3rd Vice Pres..... Pensacola 
Mrs. Witxarp L. FitzGERALo, 4th Vice Pres...... Miami 
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DIRECTORS 
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.-Orlando 
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Mrs. Cuartes McD. Harris Jr., 
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Mrs. Samuet S. LomBarpo, Nominating..... Jacksonville 
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Mrs. Joun R. Browninc, Yearbook.......... Jacksonville 





Auxiliary Hard at Work 


It seems the auxiliaries just begin their work 
when along comes the holiday season, with chil- 
dren at home and the extra work of Christmas 
and the New Year. However, this time to draw 
a breath from auxiliary activities aids the work, 
just as a long vacation does to a person such as 
our husbands who sometime stay on the job too 
long without a breather. January brings extra 
effort for the remainder of our auxiliary year, 
terminating with the convention. 

With the holidays behind us, we can look 
forward to five months of intensive work so that 
Florida will again be recognized as one of the 
outstanding state auxiliaries at the national con- 
vention in June. 

We hope you won’t misunderstand—work in 
the auxiliary does not come to a complete stand- 
still during December—it just slows down enough 
to give us added steam to make the latter half 
of our year one big activity with glowing results. 

Mrs. Scottie J. Wilson, President, is beginning 
to visit the county auxiliaries and, with her en- 
thusiasm and knowledge of the program, is help- 
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practice to know that there is a food avail- 
able at reasonable prices in the stores 
the year round having these attributes: 


1. High public acceptance as to flavor and palat- 
ability —billions eaten annually. 


2. One of the best of the “protective” foods with a 
well-rounded supply of vitamins and minerals. 


3. Low sodium—very little fat—no cholesterol. 
4. Sealed by nature in a dust-proof package, 
5. One of the first solid foods fed babies. 


6. Can be easily digested by old folks as well as 
infants. 

7. Can be readily eaten out of hand, in milk shakes, 
on cereals, or in salads. 

8. Can be baked, broiled or fried. 


9. Can be used as an ingredient product in breads, 
pies, cakes and desserts. 





10. Useful in bland and low-residue diets. 

11. Mildly laxative. 

12. May be used in the management of both 
diarrhea and constipation. 

13. Can be used in reducing diets. 

14. Can be used in high-calorie diets. 

15. Useful in the dietary management of celiac 
disease. 


16. Useful in the dietary management of idiopathic 
non-tropical sprue. 





17. Useful in the management of diabetic diets. 
18.: Valuable in many allergy diets. 


19. Belongs among foods useful in certain acute 
intestinal infections. 


20. A protein sparer. 
21. Favorably influences mineral balance, 
22. Useful in the management of ulcer diets. 


23. One of the easiest foods to eat or prepare. 
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722 NUMBER 7 
The answer is 
If you would like : 
1. The authority for any of the statements 7 
made on the preceding page... q 













2. Additional information in connection with any of them... 
3. The composition of the banana... 
4. The nutritional story of the banana... 


5. Information on various ways to prepare or serve bananas. 3 


Please feel free to write to 
Director, Chemical and Nutrition Research, United Fruit Company 


PIER 3, NORTH RIVER, NEW YORK 6, N. Y. 
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ing the auxiliaries gather their steam for the final 
five months push. The district meetings, with 
both Mrs. Wilson and Mrs. Perry D. Melvin, 
President-elect attending, gave another oppor- 
tunity for interpretation of the program. Both 
reported outstanding meetings, good attendance, 
and the opportunity for members to discuss their 
problems and obtain information. 

The various committees of the Woman’s Aux- 
iliary to the Florida Medical Association are 
hard at work and the results will show in their 
reports for the convention the first of May. The 
special committees on organizational matters are 
functioning and will have their work completed 
by convention time. 

Mrs. Melvin, who is also Counselor for the 
Southern Medical Auxiliary in Florida, reports 
a fine meeting in Washington of the Auxiliary. 
Mrs. O. W. Robinson, Paris, Texas, has become 
the new president of that group and Mrs. Walker 
Curtis, College Park, Georgia, was made presi- 
dent-elect. Mrs. Robinson is already busy with 
her program for this year. Mrs. Melvin continues 
as Counselor and Mrs. W. P. Smith, Coral Gables, 
accepted the chairmanship for program. We can 
look forward to having the Southern Medical As- 
sociation and its auxiliary as our guests in Flor- 


ida next year, since their annual meeting will be 
held in Miami Beach. 

Doctor’s Day, a southern auxiliary project, is 
just around the corner being held on March 30 
of each year or as near that date as possible. 
Plans are in the making at both the state and 
county levels for events honoring doctors through- 
out Florida. I think we can look for a big show- 
ing in this event from all our county auxiliaries 
as well as from the state. 

Benefits and individual donations for the 
AMEF are beginning to show up and we hope 
to have raised no less than $2,500 by the end 
of our year. Subscriptions to Today’s Health are 
increasing every month and we urge every doctor 
to take advantage of the professional subscrip- 
tion rate for his office when one of our members 
calls on him. 

Programs are planned in many of our county 
auxiliaries on our state needs and, with our state 
legislators present, we hope to have the oppor- 
tunity to question them on proposed health legis- 
lation to be taken up when they meet in April. 
Many of the county auxiliaries are participating 
in and helping plan safety campaigns in their 
localities and programs for Mental Health Week 
which comes the first week in May. 
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hauwiloid 


A Better Antihypertensive 


... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary .. . 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


A Better Tranquilizer, too 


. . . because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms. . . without impairing in- 
tellectual or psychomotor efficiency. 

Dosage: Simply two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making smaller 
dosage effective and freer from side 
actions. ; 
® a 
Rauwiloid + Veriloid® 
Tn moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tablet con- 
tains 1 mg. Rauwiloid and 3 mg. Veri- 
loid. Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


® 
Rauwiloid + 
Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 
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Benefits and individual contributions are be- 
ing augmented for our nurses loan funds in order 
to help obtain students for medicine’s allied pro- 
fessions. Emphasis is being placed on the need 
for hospital nurses. 

Civil Defense films are being shown and coop- 
eration with the Civil Defense Committees in our 
counties is being offered. Many of our members 
are helping train people in first aid and home 
nursing. First aid kits for the home and automo- 
biles are being prepared and many members are 
participating in the “Grandma’s Kitchen” pro- 
gram of having sufficient food on hand, properly 
packed, to care for their families in case of bomb 
attack or other disaster. 

As of this writing, 1957 looks like our most 
hopeful year as far as progress and concrete ad- 
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BOOKS RECEIVED 


By Ibert Mellan and 
$4.75. New York, 








Dictionary of Poisons. 
Eleanor Mellan. Pp. 150. Price, 
Philosophical Library, 1956. 

This volume is to be recommended to everyone who 
may be called upon to render first aid to a victim of 
poison. It is estimated that approximately 34,000 Amer- 
icans are killed in the home each year, of whom fully 
one third die of poisoning. This book fills a great need, 
for the material is presented in clear and concise form 
and in language which everyone can understand. Follow- 
ing a brief history of poisons as suicidal agents, there is 
a discussion of emergency treatment, the removal of 
ingested poisons, the method for preparing antidotes, and 
a listing of demulcents, cathartics and stimulants. Each 
type of poisoning is described with regard to its nature, 
occurrence, symptoms, antidotes and first aid treatment. 


Hunterdon Medical Center. The Story of One 
Approach to Rural Medical Care. By Ray E. Trussell, 
M.D. Pp. 236. Price, $3.75. Published for The Com- 
monwealth Fund by Harvard University Press, Cam- 
bridge, Massachusetts, 1956. 

Here is the story of a medical center, established by 
the 40,000 residents of Hunterdon County, N. J., a rural 
community, who paused to study their medical and 
health needs and finally developed a center with a coun- 
ty-wide program embracing many noteworthy features. 
The author, Dr. Ray E. Trussell, who was director of 
the Center for five crucial years while it was being estab- 
lished and put into operation, here describes the project 
from the first proposal in 1946 through the evolution of 
the community’s goal from a conventional hospital to a 
true medical and health center designed to serve the coun- 
ty’s needs. The heroic and successful efforts to raise 


(Continued on page 734) 
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desiccation 
fulguration 
coagulation 


1050 W. Adams St. 
T. B. SLADE, JR. 











SUPPLY COMPANY 


Over 90,000 Hyfrecators in Daily use 
in practically every field of practice: 


Dermatology Gynecology 
Urology Proctology Ophthalmology 
E.E.N.T. General Practice 


The Hyfrecator is a_ time-saving, 
easy-to-use unit for scores of tech- 
niques using desiccation, fulguration 
or bi-active coagulation. For the re- 
moval of surface and other growth 
with damped high frequency cur- 
rents, the Hyfrecator is unrivalled. 





P. O. Box 2580 Jacksonville, Fla. 
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OR MOST 





OST LIKELY TO 


OMPARE THESE ADVANTAGES: 


1, Proved effectiveness in the largest num- 
ber of clinically important infections in- 
luding those caused by antibiotic-resistant 
saphylococci and proteus. 

2. Therapeutic, Sactericidal blood levels are 
promptly achieved. 

3. Exceptionally well tolerated; patient sen- 
sitivity reactions are rare at recommended 
dosage. 

4.No yeast or fungal super-infections nor 
any antibiotic-induced enteritis, vaginitis or 
proctitis have been reported following 
CaTHOCILLIN. 

5. No problems of cross-resistance have been 
encountered with CATHOCILLIN. 

6. The normal intestinal flora is not dis- 
turbed by CaTHOCILLIN. 

DOSAGE: for adults—two capsules q.i.d.; for chiddren 


under 100 lbs.—dosage in proportion to weight (e.g. one 
capsule 9.i.d. for a child weighing 50 lbs.). 
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INOVOBICCIN-PENICILLIN G, MERCK) 


THE ANTIBIOTIC PRODUCT 


BE EFFECTIVE 


CONSIDER CATHOCILLIN FIRST 


—for these clinically important infec- 
tions: tonsillitis; pharyngitis; pneumonia; 
otitis media; cervical lymphadenitis; 
streptococcal sore throat; infected tooth 
sockets; Vincent’s infection; acne and 
superficial skin infections; impetigo; 
boils, furuncles and carbuncles; lung ab- 
scess; bronchitis; mastitis; osteomyelitis; 
wound infections; postoperative wound 
infections and infected lacerations; sta- 
phylococcalenteritis,staphylococcal diar- 
rhea of the newborn; peritonitis (caused 
by susceptible organisms); pelvic in- 
flammatory disease; gonorrhea; gono- 
coccal arthritis; urethritis; scarlet fever; 
erysipelas. 

SUPPLIED: B/ue and white capsules of ‘CATHOCILLIN’ 
—each containing 125 mg. of ‘Catuomycin’ (as 


Sodium Novobiocin, Merck) and 75 mg. (125,000 
units) Potassium Penicillin G; bottles of 16. 


In one prescription the one antibiotic product most likely to be effective 


uQo 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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(Continued from page 724) 


funds, which were of staggering dimensions for a farming 
community, and the opening and first two years’ opera- 
tion of the Center also are fully described. 

Already, the Center has more than fulfilled its reputa- 
tion as one of the most unusual projects in the chronicles 
of medical care in this country. It represents a new 
formula for medical service in a rural community. Its staff 
of able specialists, all on salary, also hold academic posi- 
tions in medical schools. The rural hospital is affiliated 
with a great university medical center. General prac- 
titioners serving the county are appointed to the staff 
of the hospital where they share responsibility for their 
patients with the full time specialists. A mental health 
program permeates all of the Center’s activities, and a 
program of preventive medicine seeks both to cure disease 
by early recognition and to forestall illness. This Com- 
monwealth Fund book will be of particular interest to 
hospital administrators and other personnel, trustees, 
medical specialists, general practitioners, public health 
workers, nurses, and those of the lay public who are 
concerned with health and medical service particularly in 
nonmetropolitan areas. 


In the Doctor’s Office. The Art of Being a Medi- 
cal Assistant. By Esther Jane Parsons. Ed. 2. Pp. 326. 
Price, $3.95. Philadelphia, J. B. Lippincott Company, 
1956. 

Receptionists, medical secretaries, nurses and labora- 
tory technicians who seek to know how they can best 
serve the doctor and his patients, and physicians who 
wish their assistants to know, will find the information 
they seek in this book. It shows the many ways in 
which medical assistants can increase their personal ef- 
ficiency, and thus become more valuable to physicians. 

The author, a former medical assistant and teacher of 
assistants, has drawn upon her wide and practical knowl- 
edge of medical office practices to present one of the 
most concise yet complete guides for the medical assist- 
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ant. A completely new chapter, Mind Over Matter, 
presents the special situation in psychiatric practice. 
Much of the material in the book is based on lectures 
given by Miss Parsons to medical assistants in training. 
It contains not only her personal observations, based on 
experience, but practical advice and suggestions actually 
submitted by physicians and their assistants. 


Bellevue Is My Home. By Salvatore R. Cutolo, 
M.D. with Arthur and Barbara Gelb. Pp. 317. Price, 
$4.00. New York, Doubleday & Company, Inc., 1956. 

This story of one of the world’s greatest hospitals is 
told by its Deputy Medical Superintendent, who has lived 
with it and loved it for a quarter of a century. It is an 
inspiring account of tragedy and triumph, of despair and 
hope, replete with human interest appeal and told with 
humor and warm respect. 

Bellevue Hospital had its beginnings in colonial New 
York some 40 years before the American Revolution. 
The growth of this world-famous medical institution has 
in many ways paralleled that of the city of New York, 
whose sick and maimed, hopeless and needy, it has cared 
for during the last two centuries. Cradle of American 
medicine, Bellevue has known many “firsts” in medical 
pioneering and today continues to lead the way in ex- 
tending the frontiers of both medical knowledge and hu- 
man service. 

In the pages of this readable book, one meets an 
immortal American song writer picked up as a Bowery 
derelict, a victim of the 1945 Empire State plane crash 
who fell 80 floors in a runaway elevator, a courageous 
and daring newspaperwoman who had herself committed 
in order to expose the shameful condition of the “insane 
wards” — and who, as much as anyone, was responsible 
for Bellevue’s pioneering program of humanitarian psy- 
chiatric treatment and rehabilitation for the mentally ill. 
There pass in review life on the alcoholic wards and in 
the emergency clinics, scenes of catastrophe like the burn- 
ing of the Normandie, and a portrayal of the place of 
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religion in this great hospital that serves people of all 
faiths. This great story of the doctors and nurses and 
patients who work, live, and die in Bellevue Hospital, 
citadel of hope for eight million people, makes fascinating 
reading. 


Health and Travel. MD International Symposia, 
No. 1. Pp. 70. Price, $3.00. New York, M D Publica- 
tions, Inc., 1956. 

The proceedings of the First International Symposium 
on Health and Travel are here presented. This symposium 
marks a milestone in medical history by creating a new 
branch of medicine: Travel Medicine. The papers and 
discussions contain a wealth of sound advice, not avail- 
able elsewhere, for the general practitioner, internist, 
pediatrician and gynecologist. The gastrointestinal and 
cardiovascular systems are thoroughly explored, and the 
special needs of women and the young, aged and ill are 
brought into focus. In addition, the clinical problems 
raised by travel, such as motion sickness and motion 
sensitivity, are presented, together with descriptions of 
their successful treatment. The reader will find the pro- 
ceedings of practical, historical, clinical and sociologic 
value and also of literary and scientific interest. 


Laboratory Tests in Common Use. By Solomon 
Garb, M.D. Pp. 160. Price, $2.00. New York, Springer 
Publishing Company, Inc., 1956. 

This small concise book on laboratory tests for those 
not working in the laboratory has a wide range of useful- 
ness. It consists of a text part and two extensive series 
of tables. The text describes the 120 tests most com- 
monly ordered by physicians. The author, who is as- 
sistant professor of clinical pharmacology at Cornell Uni- 
versity Medical College, does not aim at the physician 
directly, but at the nurse or office assistant on whom 
the physician depends. 


Special Ro*ocote 
shell actually 
contains 

% Pyribenzamine, for 
immediate release 





NOT a multi- BUT a totally 


pellet ‘“sustainea 
release” capsule 


Voitume XLIII 
NUMBER 


Convenient pocket size with flexible binding, this book 
gives the reasons why a particular test is ordered; shows 
how it measures function; tells what specimen is needed 
and exactly how it is collected; spells out the precautions 
to be taken, considering the patient, the nurse, and others; 
summarizes what is done in the laboratory and specifies 
normal ranges for all tests. In the text, the tests are 
grouped according to the specimen employed, then listed 
in supplementary tables according to the organ or system 
whose function is measured. A second series of tables 
gives quick information that is needed in daily practice, 
such as how much material each test requires, what type 
of container is used; whether an anticoagulant is added, 
and what the normal ranges of tests are. Also given are 
units of measurements used in the clinical laboratory, the 
care of needles and syringes, and the technic of veni- 
puncture. 


The Rochester Regional Hospital Council. 
By Leonard S. Rosenfeld, M.D., M.P.H., and Henry B. 
Makover, M.D. Pp. 204. Price, $3.50. Published for 
The Commonwealth Fund by Harvard University Press, 
Cambridge, Massachusetts, 1956. 

The Rochester Regional Hospital Council has at- 
tracted much attention as one of the most significant 
experiments in developing hospital service on a regional 
basis. This widespread interest convinced the Common- 
wealth Fund that a report of the experiment should be 
available for the benefit of those unable to visit Roches- 
ter to study the program in person. Accordingly, an 
impartial outside agency, the Institute of Administrative 
Medicine of Columbia University School of Public Health, 
was asked to prepare a detailed account and an evalu- 
ation of the program. 

This book presents that report. It recounts the prog- 
ress of the Rochester project, which was started in 1946 
in an effort to determine in what ways, and to what 
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-xtent, concerted voluntary action by hospitals through 
a representative regional organization might stimulate and 
encourage an improvement in the quality of services 
rendered and make possible more efficient and coordi- 
nated use of the region’s medical facilities. The program 
included the joint planning of hospital building and ex- 
pansion; the joint operation of institutional services 
which can be performed more efficiently by a group 
than by individual institutions; and the pooling of clini- 
cal, administrative, and technical skills. 

Another notable Commonwealth Fund book, this full 
account and unbiased evaluation of the Rochester Re- 
gional Hospital Council and its activities will interest all 
who are concerned with the maintenance and improve- 
ment of hospital service. 


The Yearbook of Modern Nursing. Edited by 
M. Cordelia Cowan. Pp. 446. Price, $5.95. New York, 
G. P. Putnam’s Sons, 1956. 

This source book of nursing is the first of its kind 
ever to be published. The range of topics is broad, and 
the scope of coverage in some instances is worldwide. 
This first annual résumé of nursing covers both the prog- 
ress being made and implications for advancement, espe- 
cially applicable to improvement in the care of patients. 
It is made possible through the combined efforts of 154 
nurses, educators and specialists, many of whom enjoy 
national and international prominence and all of whom 
are filling leadership roles. 

The content of the Yearbook is made up of original 
writings as well as digests, annotated bibliographies and 
reference lists prepared by the contributors after search- 
ing both published and unpublished sources to select from 
the areas of nursing, education, science, health, hospitals, 
administration and related fields, the items that serve to 
indicate professional growth and development for the 
period. More than 60 areas of nursing interests are 
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identified and brought into this one book as indications 
of developmental factors influencing the forward march 
of nursing. 

The volume is addressed to the more than 400,000 
active nurses whose daily assignments employ their skills 
in an ever increasing variety of situations, and to the 
thousands of nurses temporarily inactive who desire a 
means of keeping informed of the newer methods that 
follow continuous patterns of growth. Students of nurs- 
ing at both graduate and undergraduate levels now for 
the first time will have a clearcut over-all view of the 
unfolding record of achievement in their profession frem 
year to year. 


Pediatrics. Edited by Donald Paterson; M.D., and 
John Ferguson McCreary, M.D. Pp. 654. Price, $14.00. 
Philadelphia, J. B. Lippincott Company, 1956. 

This truly practical volume, with 36 contributing au- 
thors, contains information necessary for the application 
of modern methods to the care of children. Emphasis is 
placed upon diagnosis and treatment, and the major por- 
tion of the text is devoted to the problems commonly 
encountered in practice, although mention is made of 
rarities. The principles of emotional development and the 
behavior problems of adolescence are discussed. The care 
of the newborn infant is stressed, and the subject of in- 
fant feeding is fully covered. The material on gynecologic 
problems in children, diarrhea, and gastrointestinal dis- 
orders, the section on allergies and the section devoted to 
neurologic conditions contain the latest information on 
these important topics. There is coverage, too, of the 
difficult problem of counseling the parents of an abnormal 
child. Ocular and orthopedic conditions receive consider- 
able attention as does the treatment of dehydration and 
electrolyte disturbances. The final unit, Useful Procedures, 
gives therapeutic diets, drug dosages, immunization table 
and antibiotic tables. 
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Dictionary of Dietetics. By Rhoda Ellis, Ph.D. 
ae Price $6.00. New York, Philosophical Library, 
— 1956. 
_This handy dictionary is a compilation of terms and ¥ A D ; U M 
reierences related to diet and diet therapy. It is of in- : 
terest to both lay and professional people who are con- (Including Radium Applicators) 


cerned about diets, nutrition and food as well as dietetics. 

Particular emphasis has been placed on the practical ap- FOR ALL MEDICAL PURPOSES 
plication of diet with respect to the background, food Est. 1919 

_— ~ —— status as well as the physiologic : 

needs of people inside or out of the hospital environ- i i 

ment. The terms, in addition to being defined, have ee 


descriptive remarks which add to their understanding and 
application. This is a ready reference book in an ever 


changing and growing science. . 
HAROLD SWANBERG, B.S., M.D. Director 


W. C. U. Bidg. Quincy, Illinois 


(Owned and Directed by a Physician-Radiologist) 























MIAMI MEDICAL CENTER 


P. L. Dopnce, M.D. 
Medical Director and President 


1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Modern 
diagnostic and treatment procedures—Psycho- 
therapy, Insulin, Electroshock, Hydrotherapy, 
Diathermy and Physiotherapy when indicated. 
Adequate facilities for recreation and out-door 
activities. Cruising and fishing trips on hospital 
yacht. 

Information on request 
Member American Hospital Association 
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HIGHLAND HOSPITAL, INC. 


FOUNDED IN 1904 


a Asheville, North Carolina 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering 
modern diagnostic and treatment procedures— 
insulin, electroshock, psychotherapy, occupa- 
tional and recreational therapy—for nervous and 
mental disorders. 


The Hospital is located in a 75-acre park, amid 
the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording ex- 
ceptional opportunity for physical and nervous 
rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic 
services and therapeutic treatment for selected 
cases desiring non-resident care. 
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ROBT. L. CRAIG, M.D. 


DIPLOMATE IN NEUROLOGY AND PSYCHIATRY 
Associate Medical Director 











ze 
HILL CREST SANITARIUM 
Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


James A. Becton, M.D. James K. Ward, M.D., 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WOrth 1-1151 








